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Preface

Health and well-being over the life span begin before birth and are profoundly affected by events in the 
early years (0-5) — at home, in health care, and in the community. 

This sourcebook describes opportunities under state Medicaid programs to finance more preventive, de-
velopmental, and family-centered services for young children. It is designed for use by a broad audience 
that includes primary care child health practitioners and champions, state Medicaid and child health 
program staff, child health policy advocates, other health and social service professionals engaged with 
young children, and state policymakers.

With support from the Robert Wood Johnson Foundation and the Kresge Foundation, the Child and 
Family Policy Center partnered with the BUILD Initiative in 2015 and 2016 to lead a Learning Collab-
orative on Health Equity and Young Children. Building on this work with continued funding from the 
Robert Wood Johnson Foundation, the Child and Family Policy Center led a “Health Equity and Young 
Children" initiative in 2017 and 2018. The initiative engaged a group of exemplary programs and prac-
tices as a collaborative innovation network (CoIN) in deeper discussions around the emerging transfor-
mation of primary health care for young children. Based on the CoIN’s insights, the Center developed 
resources on the core elements in transforming primary and preventive child health practice to respond 
more effectively to young children and their families (see references in this report and www.cfpciowa.
org/en/issues/health_equity/). 

The exemplary programs and practices emphasize and illustrate the need to secure sustainable financing, 
particularly from Medicaid, to advance this work. This sourcebook is a direct result of their experiences 
in developing and spreading exemplary practices, the challenges of securing financing to do so, and pres-
ent and emerging ways to use Medicaid to achieve this end. 

Kay Johnson and Charles Bruner are the authors of this sourcebook. They view it as a living document 
for the field. Staff of the Child and Family Policy Center edited and produced the sourcebook. We are 
grateful to Sara Rosenbaum, Elisabeth Burak, and Jocelyn Guyer, who reviewed an earlier draft and pro-
vided valuable comments. 

All findings and conclusions are those of the authors and not the funders of this work or the expert advi-
sory panel of the Health Equity and Young Children Initiative.

  Charles Bruner     Angelica Cardenas-Chaisson 
Co-Principal Investigators, Health Equity and Young Children Initiative
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Table: Supporting a High Performing Medical Home for Young Children

Organization of Sourcebook 

This sourcebook is designed to support advancements in primary child health care for young children 
that are preventive, developmental, and responsive to the needs of young children and their families. 
It reflects work on the cutting edge of such practice and financing reform. The health care system and 
health care finance are complex, and the different parts of this sourcebook go into depth on different 
important topics. They all are based on a common framework related to the emerging role of the primary 
care child health practitioner. This starts with — but often goes beyond — what the practitioner does. 

We define this emerging form of practice as a “high performing medical home.” The sourcebook goes 
into detail on the core elements of a high performing medical home, distinguishing it from common 
practice today, which is much more limited in its scope and impact. This expanded approach is particu-
larly important for the vulnerable, low-income children covered by Medicaid. 

Incorporating these elements into practice involves implementing practice changes and enhancements, 
establishing a financing system to sustain them, and creating monitoring and measurement systems to 
ensure their implementation (shown in the table and figure below). 

Executive Summary

Well-Child Visits and Primary-
Care Practice

Care Coordination/Case 
Management

Other Needed Services

Practice 
design

Comprehensive EPSDT well-child 
visits adhering to AAP Bright 
Futures scope and schedule with 
appropriate screening, response, 
and family engagement.

Care coordination/case manage-
ment ranging from basic care 
coordination in medical home to 
more intensive care coordination. 
Family-focused need assessment 
and responses to connect to prac-
tice and community resources that 
address need and promote family 
agency.

Effective completed referrals to in-
house or linked services that ad-
dress both social and bio-medical 
conditions affecting child health 
trajectories, including physical, 
mental, oral, developmental, and 
social risk factors.

Medicaid 
financing

Reimbursement to cover costs and 
incentivize performance, includ-
ing visits, array of screening, and 
office administration. 

Reimbursement to cover costs —
ranging from basic care coordi-
nation in medical home to more 
intensive care coordination — to 
improve access to timely support 
for families with identified needs.

Financing additional preventive 
and developmental health-related 
services (e.g., home visiting, early 
childhood mental health, and 
other program models).

Measurement Measures and methods to monitor 
performance and promote 
quality improvement, building 
on Medicaid/CHIP Child Core 
Measures set.

Measures and methods (e.g., 
charting and documentation) 
to monitor performance and 
promote quality improvement in 
various types and levels of care 
coordination. 

Measures and methods to monitor 
performance, demonstrate adher-
ence to effective practices, docu-
ment connections to improving 
child health, and promote shared 
accountability.
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Medicaid provides health coverage for millions of low-income Americans, including children, persons 
with disabilities, adults 19-64, and seniors >65. It is a primary source of coverage for children. Combined 
with the Children’s Health Insurance Program (CHIP), Medicaid provided coverage for 46 million chil-
dren, out of a total population of 78 million children, at least some time during federal fiscal year (FFY) 
2016. Expansions to Medicaid and the establishment and expansion of CHIP reduced the percentage of 
uninsured U.S. children from 17 percent in 1990 to less than 5 percent in 2016. 

Medicaid is particularly important as a source of coverage for the youngest children. U.S. Census data 
indicate that Medicaid covered just over 40 percent of young children (0 to 5) in 2016. State-reported 
data show that 60 percent of children 0 to 3 and 56 percent of children 3 to 5 were enrolled in Medicaid 
during FFY 2016. 

Medicaid is a federal-state partnership in terms of its funding and structure. Federal law establishes cer-
tain minimum eligibility, benefit, and other requirements, while states play the central role in implement-
ing Medicaid, including establishing eligibility above federal minimums, provider reimbursement rates, 
and use of managed care arrangements.

State-level information on Medicaid’s coverage and financing for child health services points to areas of 
need and opportunity. There is wide variation in state implementation, but all states are in a position to 
improve their Medicaid systems as they relate to providing more preventive, developmental, and fami-
ly-centered responses for young children. Variations among states include:

Figure: Design for High Performing Medical Homes in Medicaid

• Comprehensive well-child visits 
required under EPSDT. 
• Adherence to AAP Bright Fu-
tures score and schedule.
• Screening for physical, develop-
mental, social-emotional-behav-
ioral health, maternal depression 
and other social determinants of 
health.
• Anticipatory guidance and 
parent education, as required in 
EPSDT and Bright Futures.
• Family engagement, focused 
on two-generation approaches to 
ensuring child health.
• Other primary care practice (i.e. 
Reach Out and Read).

• Individualized, with intensity 
commensurate with need.
• Routine care coordination for 
all as part of medical home.
• Intensive care coordination/
case management for those 
with higher needs identified.
• Structured, family-focused 
approach to assess and respond 
to medical and non-medical 
health-related needs.
• Linkages to community resourc-
es, with active identification and 
engagement of those resources.

• Child/family support pro-
grams, including those designed 
to be co-located in primary 
care (i.e. Healthy Steps, Project 
DULCE).
• Integrated behavioral health 
in primary care setting.
• Referrals to and integration 
with other services such as 
home visiting, family support, 
early intervention, early child-
hood mental health.

Other Services

Care Coordination/Case Management

Well-Child Visits
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• Eligibility Levels for Children in Medicaid 
On average nationally, as of January 2018, child eligibility levels were 195 percent of poverty for in-
fants and 164 percent of poverty for children ages 1-5, but eligibility levels vary substantially by state.

• Proportion of All Children Covered under Medicaid and CHIP 
While Medicaid and CHIP together cover 59 percent of all U.S. children under age 18, the proportion 
varies across states, from a low of 32 percent to a high of 80 percent. Such variations reflect different 
child poverty rates, Medicaid/CHIP eligibility levels, and efforts to enroll children. 

• Proportion of Children with No Health Insurance Coverage 
Because of Medicaid expansions and CHIP, all states have increased health coverage levels among 
children, but the gains are uneven. Across the states, the percentage of uninsured children ranges 
from a low of 0.9 percent in Massachusetts to a high of 9.2 percent in Texas.

• Proportion of Medicaid Beneficiaries who are Children 
Nationally, children made up 43 percent of enrollees in Medicaid in FFY 2014. Again, there were wide 
variations among states, primarily driven by: 1) the percentage of low-income children in the state; 2) 
the levels of eligibility for children; and 3) the substantial variations in eligibility and coverage levels 
for  adults 19-64 (including whether it has expanded Medicaid under the Affordable Care Act).

• Medicaid Expenditures for Children as Proportion of All Medicaid Expenditures 
Due to lower health care costs and Medicaid expenditures, children account for a disproportionate-
ly smaller share of spending than other Medicaid enrollees. Nationally, children counted for only 
19 percent of Medicaid expenditures in FFY 2014, with children’s share of expenditures below the 
national average in many states. Similar to the variations in children as a proportion of enrollees, the 
eligibility levels for adults and the number of poor children both affect the percent of spending by 
eligibility group.

• Medicaid Expenditures per Enrolled Child 
States may finance more or fewer services for children in Medicaid and provide greater or lesser re-
imbursements. Nationally, the average expenditure per enrolled child overall was $2,527 in FFY 2014. 
Six states had per-child expenditures below $2,000 and five states had expenditures more than twice 
that amount. These differences cannot be explained by variations across states in child health status; 
they relate to state Medicaid program decisions.

• Utilization of Preventive Well-Child EPSDT Visits 
Medicaid data submitted by states provide information on preventive well-child visits by age. There 
is a national performance standard that 80 percent of 1- and 2-year-olds have at least one well-child 
visit, but only 20 states met this minimum standard in FFY 2016. The Medicaid/CHIP primary core 
measure for well-child visits in this age group is the percentage of children receiving six or more visits 
by 15 months; states’ performances ranged from 29 percent to 83 percent in FFY 2016.



10

Highlights from Part One 
The Medicaid Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Benefit for 
Children

• EPSDT is the child health benefit in Medicaid. It sets federal requirements and expectations for using 
Medicaid to promote and improve child health. Required in every state Medicaid program, EPSDT 
finances a wide array of appropriate and necessary pediatric services. The EPSDT benefit provides a 
legal entitlement to children covered under Medicaid and is intended to guarantee children coverage 
for all services allowed under Medicaid in federal law, even if the state does not cover them for other 
populations. 

• EPSDT requires states to finance a wide array of prevention and treatment services. This includes 
comprehensive well-child visits to screen for, identify, and respond early to conditions that affect the 
child’s health. EPSDT required benefits also include informing families about their benefits, providing 
assistance in scheduling appointments, arranging for treatment, and financing transportation to keep 
appointments.

• Despite federal requirements, states vary in how they implement the EPSDT benefit, both in terms 
of preventive and primary care and services for children with special health care needs (CSHCN), 
disabilities, and other conditions necessitating treatment.

• Medicaid and its EPSDT benefit not only enable but set expectations for states to provide high-quality 
primary and preventive health care. Federal law sets a strong framework and expectation for states to 
provide comprehensive preventive services for young children, starting with the office visit. EPSDT 
forms a legal basis for financing high performing medical homes for young children and other pre-
vention and early intervention services.

Highlights from Part Two 
High Performing Medical Homes for Young Children: Covering Well-Child Care to Meet Bright 
Futures Guidelines

• Child health practice is undergoing a transformation, broadening its focus from treating disease and 
managing existing health conditions to promoting healthy development. Children’s primary care pro-
viders are expanding their role in responding to social as well as bio-medical determinants of health. 
Science and expert recommendations guide such shifts, which are particularly important in the 
earliest years of life. Bright Futures guidelines describe this role and a patient/family-centered medical 
home, defining expanded relationships with children, their families, and other community services.

• A growing base of exemplary primary care practices demonstrate the feasibility and value of pro-
viding such care for young children, called here “high performing medical homes” to distinguish 
them from the current general standard of care. While current general primary child health practice 
provides value in identifying medical concerns, providing immunizations, and treating illnesses and 
injuries, this practice falls short for the one-quarter to one-third of young children for whom so-
cial determinants jeopardize healthy development and who are at very early stages of compromised 
development. High performing medical homes move beyond this current general practice and have 
much more value in promoting healthy development, but require more time and resources to achieve 
optimal outcomes.
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• Moving from isolated exemplary practices to widespread diffusion requires Medicaid financing that 
supports and sustains best practices, including comprehensive well-child visits and the additional 
care coordination, practice enhancements, and linkages to community services needed to address 
children’s healthy development.

• To do so, states need to differentiate between general pediatric practice and that provided by high 
performing medical homes. Medicaid reimbursement rates and incentives (either directly or through 
managed care contracts) should be set accordingly. This includes reimbursements for the well-child 
visit itself and other office practices (including screening, discussed in part four). States need to use 
quality measures to monitor high performing medical homes to assure they provide the expected 
level of care.

Highlights from Part Three 
High Performing Medical Homes: Care Coordination and Case Management

• The terms “care coordination” and “case management” are both used, often interchangeably, to de-
scribe a range of activities that better link children and families to services and supports, promote 
access, ensure follow up and address needs. A basic level of care coordination/case management for 
all patients is a defined part of the medical home. 

• While the definition of a medical home includes basic, routine care coordination, some children and 
their families need more intensive care coordination. When a child has an identified physical, devel-
opmental, mental, or other condition, more than basic care coordination/case management may be 
needed. Similarly, when the child is in a family experiencing social risks and conditions (e.g. social 
determinants of health) that threaten the child’s health and development, more intensive care coordi-
nation may be essential. A high performing medical home in Medicaid must provide care coordina-
tion capable of responding to both bio-medical and social risks and conditions.

• Under EPSDT, children are entitled to case management coverage. Medicaid regulations specify a 
case management benefit, but do not define “care coordination.” States also can use the targeted case 
management (TCM) benefit under Medicaid, with flexibility to offer certain services to individuals in 
defined groups (such as young children), specific geographic areas, and delivered by qualified pro-
viders. Federal regulations define the following four categories of activity: 1) assessment, 2) develop-
ment, 3) referrals and relative activities, and 4) monitoring and follow-up. In addition, states can pay 
for an array of care coordination activities in primary care settings or in the community apart from 
the case management benefit.

• Medicaid case management benefit categories can be used to cover this more intensive care coor-
dination. Many states are financing care coordination under the case management or targeted case 
management benefit categories. Operationally, financing may be through direct reimbursement on a 
fee-for-services basis, on a capitated basis (e.g., per member, per month-PMPM payment), or through 
incentives or bonuses for performance. Whatever the finance mechanisms, the costs of both direct 
time with the child and family and indirect time — to gather information, develop or update the care 
plan, follow up with families, schedule appointments for referrals, check in with families and monitor 
the care plan — need to be reflected in the payments.
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Highlights from Part Four 
Screening in High Performing Medical Homes: Development, Health, and Well-being

• Practice in the high performing medical home should include but go beyond traditional screening 
for general development in young children to include separate screening for social determinants of 
health. This is essential for identifying and responding to social determinants of health and related 
early childhood risks, with emphasis on affecting health trajectories over the life course, not just im-
mediate health conditions.

• Medicaid’s EPSDT benefit requires developmental screening. Bright Futures guidelines recommend 
that developmental screening tests for young children be administered during the well-child visits at 
9, 18, and 30 months. These visits are reflected in the American Academy of Pediatrics (AAP) period-
icity schedule for preventive well-child visits and in some, but not all, state EPSDT schedules. States 
have opportunities to improve the financing of these services, as well as the use of validated screening 
tools and measurement of practice, health plan, and state-level performance. 

• One measure in the Medicaid/CHIP Child Core Measurement Set is “Developmental Screening in 
the First Three Years of Life.” This measure can be used to monitor how Medicaid providers, managed 
care plans, and state programs are performing in terms of developmental screening of young chil-
dren. Not all states have yet adopted this measure.

• Screening for social-emotional development is increasingly used in pediatric primary care for young 
children. Screening for social-emotional, behavioral, and mental health is part of the EPSDT benefit. 
Increasingly, providers are offering and Medicaid is financing social-emotional-behavioral screening 
designed specifically for young children, and some also are conducting maternal depression screening 
(one core social determinant of health for young children) as part of well-child visits.

• Screening for social-determinants of health is an emerging area, with new tools, practice approach-
es, and financing opportunities. Responding to SDOH risks and needs identified through screening 
requires discussions between health providers and families, as well as referrals and follow up.

• As with the reimbursement for well-child visits and care coordination, the level of reimbursement for 
screenings should reflect the costs of that screening and its use in the practice.

Highlights from Part Five 
Medicaid Financing for Other Needed Services 

• Many pediatric primary care practices are augmenting their services or increasing linkages with other 
community providers to better address risks and concerns related to child development, emotion-
al-behavioral factors, or social determinants of health. Evidence-based models to augment primary 
care — such as Healthy Steps and Project DULCE — are being used in practices across the nation. 

• Promoting social-emotional health and well-being, beginning in early childhood, is a nationwide 
priority. Medicaid is financing an array of preventive and therapeutic services for young children, 
including ones where the services are directed to ameliorating parent risks that affect child health. 
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• The social-emotional, mental, and behavioral health of young children is a core foundation for 
healthy growth and development and is strongly associated with school readiness, achievement, and 
lifelong health and well-being. EPSDT includes preventive, diagnostic, and treatment services relat-
ed to mental health and physical health equally. Integrating mental/behavioral health services into 
primary care is another trend, for both children and adults. Early childhood mental health clinicians 
offer the opportunity to intervene more effectively in the earliest years of life; effective approaches 
recognize social and emotional concerns at much younger ages than those for traditional mental 
health diagnoses.

• Medicaid plays a role in financing home visiting and early intervention services. Dedicated federal 
funding through the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program and 
the IDEA Part C Early Intervention Program provides a foundation and infrastructure for needed 
services but themselves have insufficient funding to cover all children in need. Many states are us-
ing Medicaid to finance some of the cost for delivery of these services, particularly when related to 
improving child health outcomes, which falls within the scope of Medicaid and its EPSDT benefit. 
Although federal funds cannot be used as a match for Medicaid, state or local funds directed to these 
programs can.

• Medicaid also provides opportunities for financing other services related to parenting training, 
education, and group interventions that respond to developmental, social, and emotional risks. This 
generally requires that primary child health practitioners or other medical clinicians provide autho-
rization for such services, that staff are appropriately credentialed to provide the services, and that 
the goals for and documentation of the services are clearly enumerated and are based on the child’s 
identified health needs. 

Highlights from Part Six 
Optimizing Payment Approaches to Support and Sustain High Performing Medical Homes

• Medicaid can and should play a lead role in advancing high performing medical homes for young 
children. Payment approaches should cover the costs of needed services, incentivize high perfor-
mance, ensure that services meet standards of care, and result in improving outcomes for the low-in-
come young children served. This can be done under both direct, fee-for-service payment systems or 
under managed care arrangements. 

• In fee-for-service environments, a key step is to establish Medicaid reimbursement levels sufficient to 
finance and incentivize high performing pediatric medical homes. Appropriate billing codes, service 
definitions, provider qualifications, and measurement are needed. 

• For Medicaid provided through managed care arrangements, states must incorporate into contracts 
with managed care organizations (MCOs) and accountable care organizations (ACOs) specific expec-
tations and requirements for the finance and delivery of high performing medical homes for young 
children and other services in line with the EPSDT benefit. This requires distinguishing services for 
young children from other populations and services in the Medicaid contract and establishing pay-
ment structures and distinct performance incentives. In particular, contracts and payment mecha-
nisms should emphasize the preventive and developmental services needed to improve the health and 
well-being of young children in Medicaid in both the short and long term.
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• Three specific payment approaches common to managed care contracts — per member per month 
payments, pay-for-performance, and use of “shared savings” — also can be used to advance the 
development of high performing pediatric homes, but they are not a substitute for the other actions 
described above.

• Medicaid administrative claiming can be used to cover administrative activities needed to maximize 
the effectiveness and efficiency of high performing medical homes. State Title V Maternal and Child 
Health Block Grant programs often are in the position to provide or contract for administrative ser-
vices related to Medicaid (e.g., related provider training, system coordination, measurement) and bill 
for administrative costs. 

Highlights from Part Seven 
Measuring Performance and Progress toward High Performing Medical Homes and Better 
Outcomes

States are responsible for reporting on EPSDT program performance, particularly for medical and den-
tal preventive visits. Most states have not reached the 80 percent performance goal for all children or for 
young children. States have opportunities to improve EPSDT performance and the quality of data used to 
monitor performance.

The CMS has defined a core child set of measures for Medicaid and CHIP that are focused primarily on 
monitoring quality using key indicators of the care process. Many states do not yet report on all of the 
measures. In 2018, 11 of the 26 measures relate to young children (prenatal to age 5). Individual state 
performance ranges from 29 to 83 percent in terms of well-child visits in the first 15 months of life.

This sourcebook suggests a set of measures specifically designed to monitor high performing medical 
homes for young children. These can be used under fee-for-service, managed care, or other financing 
arrangements for identifying and incentivizing such performance. The measures build on the CMS child 
core set, with additional measures that relate specifically to the performance of medical homes for chil-
dren in Medicaid and CHIP.

States have an opportunity to advance measure alignment and shared accountability across health and 
related programs. For example, creating a common, shared set of early childhood measures across Med-
icaid, Medicaid managed care, Title V MCH Block Grant, and federal home visiting programs might help 
drive program performance and practice quality improvement, as well as improved outcomes, for young 
children and their families.

States also need to have monitoring approaches that go beyond examining a core set of measures collect-
ed for all enrollees and encounters to more detailed reviews of a representative sample of cases (e.g. chart 
reviews) that determine, in particular, that services receiving reimbursement are meeting the standards 
set for them as high performing medical homes. 
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Overview

Medicaid as a Source of Health Coverage for Children

The share of children with health insurance has risen substantially thanks to increases in publicly sup-
ported coverage, beginning in 1984 with a series of Medicaid eligibility expansions and enactment of 
the Children’s Health Insurance Program (CHIP) in 1997.1 2 3 Those gains occurred with increases in 
coverage provided by Medicaid and CHIP, despite increases in the costs of family and dependent cover-
age under employer-based health plans and individually purchased plans (and decline in the proportion 
of children covered under those private plans). The uninsured rate for children has been nearly cut in 
half since 2009.4 By 2016, 95 percent of children had health coverage, and Medicaid/CHIP participation 
reached 94 percent among eligible children.5 Many children who are not covered today are eligible for 
Medicaid or CHIP but have not enrolled; others are not eligible due to their residency status (states can 
select, but are not required, to cover legal residents who are not yet citizens. Undocumented children are 
not federally eligible for either Medicaid or CHIP).

Figure 2 shows national data on the decline in the percentage of uninsured children. Similar charts can 
be constructed for any state, and virtually all states have shown  improvements in child health coverage 
rates over this period. (The most recent data indicate progress may have slowed between 2015 and 2017.6)

Key Takeaway Messages

• Medicaid provides health coverage for millions of low-income Americans. It is a particularly important 
source of coverage for children. Today, an estimated 95 percent of children have health coverage. Com-
bined with the Children’s Health Insurance Program (CHIP), Medicaid provides coverage for more than 
half of all young children (0-5). In Federal Fiscal Year (FFY) 2016, 46 million children were covered 
under Medicaid/CHIP, out of a total population of 78 million children under age 18. That represents 59 
percent of all U.S. children.

• Medicaid is a federal-state partnership in terms of its funding and structure. The federal government 
provides the majority of funding for Medicaid. Federal law establishes certain minimum eligibility, 
benefit, and other requirements, while states play the central role in implementing Medicaid, includ-
ing setting eligibility above federal minimum, provider reimbursement rates, and use of managed care 
arrangements. While the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) benefit 
requires children receive recommended preventive well-child visits and treatment services when medi-
cally necessary, the benefit is not uniformly implemented across states. (See part one for details about the 
EPSDT benefit.) 

• Even though Medicaid and CHIP cover a majority of all U.S. children under age 18, program perfor-
mance for children varies widely by state. Differences in the reach, scale, and performance of Medicaid 
result from state flexibility in implementing the program. This includes variations in the percentage of 
children covered, the percentage of Medicaid enrollment and spending accounted for by children, per-
child spending, and how many children receive preventive or other services. All states have opportuni-
ties and flexibility to use Medicaid to better finance health and related services for young children.
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Progress has not been even across the country. The percentage of uninsured children ranges from a low 
of 0.9 percent in Massachusetts to a high of 9.2 percent in Texas (Figure 3).7 Currently, while the vast ma-
jority of children now have health insurance coverage of some type, some states have substantially more 
work to do to get children covered. Some states with high proportions of children covered by Medicaid 
also have relatively high rates of uninsured children, because they have much larger proportions of chil-
dren who are poor and without private coverage. 

As a result of the federal-state policy decisions and coverage trends, Medicaid and CHIP have become a 
critical source of financing — often the single largest payer — for young children’s health services. There 
are different Medicaid estimates for the percentage of children covered under Medicaid, but all show a 
substantial share of the young child population covered. U.S. Census data (based on reports of the adults/
parents completing the survey, which tend to underrepresent coverage) show that just over 40 percent of 
young children (0-5) were covered by Medicaid in 2016.8 State data reported to the Centers for Medicare 
and Medicaid Services (CMS) show that 60 percent of children 0 to 3 and 56 percent of children 3 to 5 — 
13.8 million young children total — were enrolled in Medicaid some time during FFY2016. The authors 
of this report believe that more than half of all young children are covered under Medicaid and CHIP for 
a portion of any given year, and that this figure is higher for children with special health care needs. 

This means that Medicaid plays a dominant role in financing the preventive, developmental, socio-emo-
tional, and other services needed to support optimal health in the early years. Young children are the 
age group most likely to live in poverty (20 to 25 percent are poor) and poverty has strong associations 
with virtually all measured child outcomes (physical, educational, and social), extending to adolescent 

Figure 2. Health Coverage among Children under Age 18 by Type of Coverage, U.S., 1978-2015

Source: Health, United States, 2016. http://www.cdc.gov/nchs/hus/contents2016.htm#fig26  National Health Interview Sur-
vey, National Center for Health Statistics, Centers for Disease Control and Prevention, U.S. Department of Health and Human 
Services. 
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parenting, justice system involvement, employment, and family formation as young adults. Ensuring that 
low-income young children receive the services they need to get a strong start and avoid a lifetime of 
adverse health and other consequences is a key role for Medicaid. 

Medicaid is a federal-state partnership in fund-
ing and structure. Medicaid’s Early and Periodic 
Screening, Diagnostic, and Treatment (EPSDT) 
benefit sets the parameters for comprehensive 
health coverage for children. Federal law requires 
child health coverage that is preventive, develop-
mental, and more comprehensive than coverage for 
adults (see parts one and two). 

While federal law frames the requirements for chil-
dren’s benefits and the federal government provides 
the majority of funding for Medicaid, states play the 
central role in implementing Medicaid. Specifically, 
states do the following and more:

1. Establish eligibility levels for Medicaid, at or above federal minimum requirements;

2. Determine what optional services will be provided (federal law has a set of mandatory and optional ser-
vices), and rules around their use (eligibility for, scope and duration of services); 

Figure 3. Percentage of Low-income Young Children Who Were Uninsured, By State, 2016

Source: Georgetown University Center for Children and Families tabulations of the 2016 American Community Survey (ACS) 
data from the Integrated Public Use Microdata Series (IPUMS).
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3. Set provider reimbursement rates;

4. Define provider qualifications; and 

5. Enroll providers directly to provide Medicaid financed services and/or contract with managed care 
and other entities to do so to organize provider networks. 

As with Medicaid, CHIP is funded jointly by states and the federal government and is administered by 
states, according to broad federal requirements. CHIP provides coverage either through purchase of 
private insurance coverage or coverage under Medicaid. Children enrolled in CHIP Medicaid expansion 
qualify for Medicaid benefits.9    

Medicaid/CHIP coverage matters in large part because it improves children’s access to health services and 
can improve their health outcomes. Decades of studies have led to two important findings: 1) when Med-
icaid provides adequate coverage, children generally have access to care similar to their privately insured 
counterparts; and 2) Medicaid can leverage the quality, effectiveness, and outcomes of health and related 
services for enrolled children. Using data from the National Health Interview Survey (NHIS) to assess 
changes in Medicaid and CHIP coverage for children between 2008 and 2015, the Urban Institute found 
that among children covered by Medicaid and CHIP: 1) a smaller proportion of children did not receive 
needed care because their families could not afford it; 2) more children had a usual source of care; and 3) 
fewer children had difficulty finding a physician to serve them.10 

Figure 4. Percentage of All Children under Age 18 Covered by Medicaid and/or CHIP at Any Time during 
Year, By State, FFY2016
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Source: MACPAC, based on CMS data for FFY2016. 
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Variation across States in Medicaid Enrollment, Spending, and Utilization among Children

While Medicaid and CHIP cover a majority of all U.S. children under age 18, program performance for 
children varies widely by state. There is no single source of information on Medicaid and CHIP, and vari-
ous data sources highlight differences by state in eligibility, enrollment, spending, and service utilization. 
This section of the sourcebook illustrates and discusses such variations in state policy and performance. 
(See Appendix A for data tables.) 

State-by-state Medicaid data on children have some limitations. First, some children — an estimated 1.6 
million11 — are covered under the Medicaid disability category rather than the child eligibility catego-
ry, typically but not exclusively those enrolled via the Supplemental Security Income (SSI) program for 
persons with disabilities. Second, some states use Medicaid/CHIP approaches, while other states use a 
separate CHIP program or a combination. Third, states may report on different age ranges of children 
(e.g., up to 18th or the 21st birthday). Fourth, some data sources report on the children ever covered by 
Medicaid during the course of an entire year, while others look at coverage at a specific point in time. 
Estimates of the percentage of births that are financed by Medicaid are based on different state methods, 
such as using claims data or linking to vital statistics (Medicaid birth data are not shown here). Finally, 
understanding children’s coverage requires knowing how states cover other eligible populations of indi-
viduals over age 18.

Figure 5. Percent Change in Medicaid/CHIP Child Enrollment, FFY2014 to April 2018

Source:  CMS Data 2014 and CMS Preliminary Data April 2018.  
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Eligibility Levels for Children in Medicaid
On average nationally, as of January 2018, child eligibility levels were 195 percent of poverty for infants, 
164 percent of poverty for young children ages 1-5 years, and 142 percent of poverty for children ages 
6-18 years.12 13 Comparisons across states point to variations, with some covering infants and young chil-
dren with family income at or above 300 percent of the federal poverty level. Notably, federal law requires 
states to have mechanisms in place to automatically enroll a newborn if the birth was financed by Medic-
aid and to provide continuous eligibility throughout the first year of life. States have the option to provide 
continuous annual enrollment periods for children ages 1-21 years.

Proportion of All Children Covered Under Medicaid and CHIP
For the United States as a whole, in Federal Fiscal Year (FFY) 2016, 46 million children under age 18, out 
of a total population of 78 million children, were covered under Medicaid and CHIP combined at least 
sometime during the year (see Appendix A for data table and sources.) Of the total, 37 million children 
were covered under Medicaid and 9 million enrolled in CHIP. Together, Medicaid and CHIP cover 59 
percent of all children under age 18. As shown in Figure 4, the proportion of children covered by Medic-
aid/CHIP varies across states, from a low of 32 percent to a high of 80 percent. As discussed further be-
low, this reflects both child poverty rates and Medicaid/CHIP eligibility levels. Nationally, young children 
are more likely to be covered as a result of Medicaid eligibility levels and a higher proportion of young 
children living in poverty.

As portions of the ACA were implemented starting in 2010, more children enrolled in Medicaid and 
CHIP. Generally, this is not due to expansion of children’s eligibility levels but to more families seeking 
advice about publicly subsidized health coverage, more parents becoming eligible for Medicaid coverage 
in expansion states, and having both parents and children enroll in Medicaid, CHIP, or ACA exchange 
marketplace plans. The effects were largest among children whose parents gained Medicaid eligibility un-

Figure 6. Medicaid Enrollment and Spending, U.S. Average Percentage, FFY 2014
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der the ACA expansion to adults. Researchers estimate that if all states had adopted Medicaid expansion, 
an additional 200,000 low-income children would have gained coverage.14 Figure 5 shows the percent 
change in Medicaid/CHIP child enrollment by state, comparing FFY 2014 to preliminary enrollment 
estimates for April 2018. Other studies have found that for young children, the effects of Medicaid expan-
sions for parents were particularly important.15 

Proportion of Medicaid Beneficiaries that are Children
Medicaid covers several categories of low-income people, including children, persons with disabilities, 
seniors age 65* and over, and adults ages 19-64. (Note that children may be counted in the disability 
category and are sometimes counted to age 18 and other 
times to age 21.) Nationally, in recent years, children have 
makd up approximately 40 percent of enrollees in Medic-
aid. (See Figure 6.) With 34 states adopting the Medicaid 
expansion option under the ACA between 2010 and 2018, 
millions of low-income adults under age 64 have enrolled 
in Medicaid. As a result, the proportion of beneficiaries 
who are children has declined somewhat in recent years. 
Still, children are the largest single enrollment group cov-
ered by Medicaid, and the percentage is even higher when 
Medicaid and CHIP are combined.

Proportion of Medicaid Beneficiaries that are Children
Figure 7 shows variations in the percentage of Medicaid /CHIP enrollees who are children. This map is 
often used to show comparisons across state Medicaid programs on who is covered. Just because a state 
has a high percentage, however, does not mean that it has a high rate of covering children. These com-
monly used data must be interpreted with a lot of caveats. State-to-state variations are primarily driven 
by: 1) the coverage levels for adults 19-64, including whether the state has expanded Medicaid under the 
ACA; 2) the percentage of low-income children in the state; and 3) the eligibility levels set for children. 
While the level of child poverty contributes to the percent of enrollees that are children, state decisions 
on adult coverage have a much stronger effect. 

States that have lower income eligibility levels for adults (i.e., cover fewer adults) have a higher percentage 
of Medicaid/CHIP enrollees who are children. States such as Vermont or New York expanded Medicaid 
eligibility for adults both before and after the ACA, resulting in children being a smaller share of the total, 
even though they have high rates of child coverage. States such as Texas and Idaho do not cover many 
poor adults under age 65 outside of pregnancy and disability. This information is presented here because 
it is important in understanding the relative importance of children to states’ Medicaid enrollment and 
spending, but it does not provide information on the extent of coverage of children or the effort the state 
makes in financing health services for them.

Medicaid Expenditures for Children as Proportion of Total Medicaid Expenditures
It has long been true that children account for a disproportionately smaller share of spending than other 
Medicaid enrollees, because they have lower health care costs in Medicaid and overall health expen-
ditures. Persons with disabilities and seniors age 65 and older have much higher costs because of their 

* Almost all seniors age 65 and older are covered by Medicare for basic health services; however, if they are living below poverty income 
they generally also qualify for Medicaid to finance supplemental services.  Other seniors qualify for Medicaid coverage of long-term care 
not covered by Medicare.)

Children are the largest single 
enrollment group covered by Medicaid, 

and the percentage is even higher 
when Medicaid and CHIP are combined.
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medical needs, representing over 60 percent of Medicaid benefit expenses in FFY 2014. As states look at 
their Medicaid budgets and particularly their costs, they often focus their attention on groups with higher 
costs, and not children. As emphasized throughout this sourcebook, however, children, and young chil-
dren in particular, need to be a distinct focus of Medicaid policy and not treated as “little adults.”

As with children as a percentage of Medicaid enrollees, there is variation in the Medicaid expenditures 
for those enrolled in the “child” category (noting that some children are covered under the disability cat-
egory and not as children). With more adults becoming eligible, the proportion of both enrollment and 
expenditures accounted for by children has declined. Nationally, children accounted for 43 percent of all 
Medicaid/CHIP enrollees, but only 19 percent of all Medicaid expenditures in FFY 2014 (see Figure 6). 
In all states the child population accounts for a minority of total Medicaid expenditures — and for many 
states that percentage is far below the national average of 19 percent.

Figure 8 shows the percentage of state Medicaid expenditures that were made for children in FFY 2014. 
(See data in Appendix A.) In five states, expenditures on children were at or below 15 percent of total 
Medicaid expenditures (Massachusetts, New York, Wisconsin, Pennsylvania, and New Jersey). Five states 
had expenditures greater than 30 percent (New Mexico, Georgia, Texas, Montana, and Oklahoma).16  

Similar to the variations in enrollment data, the eligibility levels for adults and the number of low-in-
come children both affect the percent of spending by eligibility group. For example, Texas — which has 

Figure 7. Percentage of Medicaid/CHIP Enrollees Who Were Children Under Age 18, By State, FFY 2014
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Figure 8. Percentage of Medicaid Spending Per Child Enrollee, By State, FFY 2014
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Source: KFF estimates based on analysis of data from the 2014 Medicaid Statistical Information System (MSIS) and Urban 
Institute estimates from CMS-64 reports.

the highest rate of uninsured children in the country — spent 31 percent of its funds on children in part 
because it has many low-income children and covers fewer adults. Adults accounted for only 6 percent of 
Medicaid spending in Texas, compared with 18 percent for seniors and 45 percent for persons with dis-
abilities. In contrast, New York Medicaid spends 25 percent for adults, 12 percent for children, and close 
to average amounts for seniors (29 percent) and persons with disabilities (35 percent). Another factor 
that drives variations in Medicaid spending is that, while benefits for children are defined in federal law, 
states set payment levels and determine the amount, scope, and duration of services for an individual 
child that qualify for reimbursement under Medicaid.

Medicaid Expenditures per Enrolled Child
States may finance more or fewer services for children in Medicaid and provide higher or lower reim-
bursement rates. A gross measure of the variation in efforts states make to finance comprehensive child 
health services is evident by looking at their average expenditure per enrolled child, which averaged 
$2,527 nationally for FFY 2014. (See Appendix A for data table and sources.) Six states (Nevada, Wis-
consin, Florida, Louisiana, South Carolina, and Washington) had annual per-child expenditures below 
$2,000 in FFY2014.17 Four states (New Mexico, Alaska, Vermont, and North Dakota) and the District of 
Columbia had expenditures more than twice that amount, above $4,000. These variations in expenditures 
could be the result of the amount paid for specific services, the level and scope of services provided, or a 
combination of the two. 
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States have the authority under Medicaid to set payment levels and to require approval for payment of 
services, particularly higher-cost services. Such wide variations in expenditures per child suggest sub-
stantial differences across states in both payments and approved services under Medicaid, the result of 
different state policies and processes in implementing the program. These dollar amounts do not include 
expenditures for the nearly 1.6 million children who qualified for Medicaid as a result of more severe or 
long-lasting conditions in the eligibility category for persons with disabilities, another factor that varies 
by state.18 These variations cannot be explained by  (i.e., do not correspond to) variations across states in 
child health status, although such variations exist.

Utilization of Preventive Well-Child EPSDT Visits
CMS 416 forms submitted by states provide both state and national Medicaid data on use of EPSDT pre-
ventive medical and dental services, broken out across seven age groups. This valuable data source points 
to variation in the level of service use among children, particularly for well-child visits. (Part six discusses 
these data in greater detail.) 

State variations reflect differences in periodic visit schedules and other factors.19 In 2018, Medicaid pro-
grams in 41 states and D.C. used Bright Futures as the preventive care standard (35) or used a preventive  
care standard closely aligned with Bright Futures (7) guidelines.20 For example, Figure 9 shows the EPS-
DT participation rate for toddlers age 1 and 2 years (12-35 months). In FFY 2016, the national total U.S. 
participation ratio (reflecting the percentage of toddlers enrolled in Medicaid for at least 90 days who 

Figure 9. Percentage of Eligible and Enrolled Toddlers Who Received at least One EPSDT Well-Child Visit 
(Participation Ratio), By State, FFY 2016
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Figure 10. Percentage of Children Receiving Six or More Well-Child Visits in the First 15 Months of Life, 
Medicaid and CHIP, By State, FFY 2016
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Source: Mathematica analysis of MACPro reports for FFY2016.

received at least one EPSDT well-child visit) was 77 percent among the nearly 4.4 million toddlers age 1 
and 2 enrolled in Medicaid. The map shows that, for this age group, only 20 states met or exceeded the 80 
percent EPSDT performance standard on this measure. This means that, despite the fact that the Bright 
Futures periodicity schedule21 recommends five well-child visits for toddlers (i.e., visits at 12, 15, 18, 24, 
and 30 months of age), 23 percent did not have even one visit.

The Bright Futures schedule recommendation is for nine 
well-child (EPSDT) visits before age 15 months, but the 
national performance measure for Medicaid and CHIP is 
the percentage of children receiving six or more visits by 
15 months.22 Figure 10 shows the variation in states’ per-
formance on this Medicaid-CHIP child core measure for 
preventive visits among infants and toddlers. To understand 
more about the different ways of measuring Medicaid pro-
gram performance for young children see part six. Among 
the 46 states reporting data for FFY 2016, the national 
median for this measure was 60 percent. This represents 
low performance on a measure that is already reduced from 
the standard of care. Individual states’ performances range 
from 29 to 83 percent. For children ages 3, 4, 5, and 6, the 
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under Medicaid, the result of 
different state policies and processes 

in implementing the program. 
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performance measure is for annual visits as recommended in Bright Futures. The national median was 68 
percent in FFY 2016, with the variation among 47 states reporting ranging from 45 percent to 86 percent. 
As this report discusses improvements to child health and the characteristics of high performing medical 
homes, one key is that young children and their families have frequent well-child visits during the first 
three years.

Conclusion
State-level information on Medicaid’s coverage of young children points to areas of need and opportuni-
ty. There is wide variation, and all states are in a position to improve their Medicaid systems by provid-
ing more preventive, developmental, and family-centered responses for young children. This overview 
highlights how states vary in terms of eligibility, expenditures, and service utilization. Part one briefly 
describes the Medicaid benefit for children, highlighting federal law provisions and state flexibility. Part 
two then describes policy and program decisions in the context of high performing medical homes for 

young children. Part three discusses the opportunity to 
maximize Medicaid funding for and the impact of care 
coordination and case management for young children and 
their families. Part four discusses screening for risks related 
to child development and social determinants of health. 
Over time, states have expanded the array of services and 
programs they finance, in keeping with growing knowledge 
on the contributors to children’s health. However, this has 
not been equal across states, particularly with respect to 
more preventive, ecological, and whole child services that 
are discussed in part five. In part six, financing topics are 
discussed, including how states vary significantly in terms 
of the reimbursement they provide for different services, 

such as preventive  well-child visits, child health screening, and treatment services. Although all states 
cover EPSDT well-child visits, states vary in the degree to which they provide billing codes and coverage 
for a range of other intervention and treatment services, including developmental and early childhood 
mental health services, important to meeting young children’s needs. Part seven focuses on key measure-
ment strategies for Medicaid and child health.
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Part One 

The Medicaid Early and Periodic Screening, 
Diagnostic, and Treatment (EPSDT) Benefit for 
Children

K. Johnson and C. Bruner. A Sourcebook on Medicaid’s Role in Early Childhood: Advancing High Performing Medical 
Homes and Improving Lifelong Health. Child and Family Policy Center. October 2018. 
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Part One / Key Takeaway Messages

• EPSDT is the child health benefit in Medicaid and sets federal requirements and expectations for using 
Medicaid to promote and improve child health. Required in every state Medicaid program, EPSDT 
finances a wide array of appropriate and necessary pediatric services. The EPSDT benefit provides a legal 
entitlement to children covered under Medicaid and is intended to guarantee children coverage for all 
services allowed under Medicaid in federal law, even if the state does not cover them for other popula-
tions. 

• EPSDT requires states to finance a wide array of prevention and treatment services. This includes 
comprehensive well-child visits to screen for, identify, and respond early to conditions that affect the 
child’s health. EPSDT required benefits also include informing families about their benefits, providing 
assistance in scheduling appointments, arranging for treatment, and financing for transportation to keep 
appointments.

• Despite federal requirements, states vary in how they implement the EPSDT benefit, both in terms 
of preventive and primary care and in terms of services for children with special health care needs 
(CSHCN), disabilities, and other conditions necessitating treatment.

• Medicaid and its EPSDT benefit not only enable states but set expectations for states to provide high 
quality primary and preventive health care. The opportunities to cover appropriate, effective, and cost-ef-
fective services for young children under Medicaid are discussed further throughout this report and in 
the context of a high performing medical home. Federal law sets a strong framework and expectation 
for states to provide comprehensive preventive services for young children, starting with the office visit. 
EPSDT forms a legal basis for financing of “high performing medical homes” for young children and 
other prevention and early intervention services, as they are discussed in parts two through five of this 
report.

Basic EPSDT Framework 

EPSDT is the child health benefit in Medicaid. It sets broad federal requirements and expectations for 
using Medicaid to promote and improve child health. EPSDT was enacted in 1967 to build on the vision 
of President Lyndon B. Johnson and Congress to “discover, as early as possible, the ills that handicap our 
children” and to provide “continuing follow up and treatment so that handicaps do not go neglected.”1 2 
For more than 60 years, federal EPSDT law and state efforts have evolved to include changes in standards 
of pediatric care, structures in the health care system, and knowledge regarding the physical, develop-
mental, social and emotional needs of low-income children.3 4  

Required in every state Medicaid program, EPSDT finances a wide array of appropriate and necessary pe-
diatric services. As discussed above, this benefit requirement includes children enrolled by states through 
Medicaid expansion CHIP, but not those in private, separate CHIP plans, unless a state sets those as a 
CHIP requirement. Individuals under age 21 enrolled in Medicaid receive coverage for services — at 
regular intervals and whenever a problem appears — to identify and address physical, developmental, 
dental, and mental health conditions.5 The EPSDT benefit is intended to guarantee children coverage 
for all services allowed under Medicaid in federal law. In addition to health services, EPSDT required 
benefits include informing families about their benefits and providing assistance in scheduling appoint-
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ments, arranging for treatment, and financing 
for transportation to keep appointments. (42 
U.S.C. Sections1396a(a)(10)(A), 1396a(a)(43), 
1396d(a)(4)(B), 1396d(r)) As described in fed-
eral rules, states are required to: “[a]ssure that 
health problems found are diagnosed and treat-
ed early, before they become more complex and 
their treatment more costly,. . . that informing 
methods are effective, . . . [and] that services cov-
ered under Medicaid are available.” (CMS, State 
Medicaid Manual Sections 5010, 5121, 5310)

EPSDT Well-Child Visits

Known as EPSDT screening visits, Medicaid 
finances preventive well-child visits that include 
a comprehensive health and developmental 
history, an unclothed physical exam, immuniza-
tions, laboratory tests, and health education and 
guidance for parents and children. Such EPSDT 
“check-up” visits are covered at age-appropriate 
periodic intervals recommended by profession-
als on a schedule set by states, and at other times, as needed. The periodic visit schedule defined in Bright 
Futures is widely used by both state Medicaid agencies and private plans for this purpose. The Bright 
Futures schedule recommends: a visit at birth; six visits for infants (at ages 3-5 days, and at 1, 2, 4, 6 and 
9 months); five visits for toddlers ages 1 and 2 (at ages 12, 15, 18, 24, and 30 months); and three visits for 
preschoolers ages 3, 4, and 5.

Not all states operate in accordance with the Bright Futures periodicity schedule. (See Appendix B.) In 
FFY 2016, among 49 states and the District of Columbia, eight did not meet the standard for infants, and 
30 did not meet the standard for toddlers. All states met the standard for at least three visits among pre-
schoolers. In total, the American Academy of Pediatrics (AAP) recommends 14 visits for young children 
prior to the sixth birthday (with the newborn visit often done in the hospital making the total 15). In FFY 
2016, 22 states — nearly half — did not have 14 or 15 pediatric well-child visits for young children birth 
through 5 on their EPSDT periodicity schedules. Such gaps in periodicity schedules can lead providers to 
reduce the number of visits they schedule for families, believing additional visits might not be covered.

In addition, required vision, hearing, and dental services are typically provided separately under a dis-
tinct schedule based on professional standards, but must include screening, diagnosis, and treatment. 
Similar to Bright Futures concordance, many states do not have up-to-date periodicity schedules for the 
additional services. For example, a 2013 review of states’ adherence to the American Academy of Pedi-
atric Dentistry’s recommended schedule found that only 32 states had dental periodicity schedules and 
only 11 states adhered to the professional standard of practice for requiring referral to a dentist for a first 
dental visit by age 1.6 Since dental decay is found among approximately 30 percent of low-income young 
children ages 2-5 years, this is another important early childhood periodicity gap.

       Figure 11. The EPSDT Framework
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Medically Necessary Treatment Services

Under EPSDT, Medicaid not only covers 
preventive, well-child visits, it also covers 
medically necessary services to intervene 
for or treat identified physical, dental, 
developmental, and mental health condi-
tions. This includes all “medically nec-
essary” services that are included within 
the categories of mandatory and optional 
services (as defined in Medicaid law sec-
tion 1905(a)), regardless of whether such 
services are covered for adults. Determi-
nations of medical necessity are made by 
the state but must be made on a case-by-
case basis, taking into account the needs of 
the individual child and guided by infor-
mation from the child’s health providers. 
Moreover, when a problem is identified 
through screening and diagnostic services, 
EPSDT requires states to “arrang[e] for 
... corrective treatment,” either directly or 
through referral to appropriate providers 
or licensed practitioners, for any illness or 
condition detected ...” (CMS, State Medic-
aid Manual Section 5124) 

Examples of services covered for children 
that may not be covered for adults in a 
given state are shown in Table 2. Note 
that CMS has made it clear for decades 

that not all covered services are named on the list. For example, mental health services do not appear as 
a discrete category but might be covered under physician, clinic, inpatient or other service categories. A 
longer list of possible services and approaches to coverage for young children and their families can be 
found in Appendix C.

Children with special health care needs (CSHCN) “have or are at increased risk for chronic physical, de-
velopmental, behavioral, or emotional conditions and also require health and related services of a type or 
amount beyond that required by children generally.”7 8 While an estimated 15 percent of children under 
age 18 have special health needs, Medicaid and CHIP provide coverage for nearly half (48 percent) of all 
CSHCN.9 For many, such special needs begin at birth with a preterm birth, a hereditary disorder, or other 
conditions. Others can develop conditions such as autism, developmental disabilities, and speech-lan-
guage-hearing problems in early childhood. For many young CSHCN with medical conditions, a diagno-
sis may confirm their condition and point to medically necessary treatment.

For young children experiencing emotional and mental health conditions, developmental delays, at-
tachment disorders, and trauma, the related child and family risks may be identified before a diagnosis 
would apply. A specific diagnosis is not a requirement for intervention services financed under EPSDT. A 

Table 2. Medicaid Coverage Categories for Children

Medicaid Mandatory Coverage 
Categories for Children and 
Adults

Examples of Optional Services 
for Adults that are Mandatory 
When Medically Necessary for 
Children under EPSDT:

Home health services Parent education/anticipatory 
guidance

Physician services Case management
Inpatient hospital services Clinic services
Outpatient hospital services Developmental screening
Nurse Midwife services Dental services
Certified Pediatric and Family 
Nurse

Early childhood mental health, 
including parent-child dyadic 
therapy

Practitioner services Physical and occupational therapy
Laboratory and X-ray services Speech, hearing and language 

disorder services
Family planning services Optometry services and glasses
Freestanding Birth Center 
services

Other diagnostic, screening, 
preventive and rehabilitative 
services

Tobacco cessation counseling for 
pregnant women

Prescription drugs

Rural health clinic services Personal care services
Federally qualified health center 
services

Nursing Facility Services
Transportation to medical care
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Regulations related to EPSDT Medical Necessity and Treatment

§5122 F. “Limitation of Services.—The services available…are not limited to those included in your State 
[Medicaid] plan…. the services must be necessary . . . to correct or ameliorate defects and physical or mental 
illnesses or conditions . . . [the states] make the determination as to whether the service is necessary.”

“42 CFR 440.230 allows you [the states] to establish the amount, duration and scope of services provided 
under the EPSDT benefit. Any limitations imposed must be reasonable and services must be sufficient to 
achieve their purpose (within the context of serving the needs of individuals under age 21). You may define 
the service as long as the definition comports with the requirements of the statute in that all services includ-
ed in §1905(a) of the Act that are medically necessary to ameliorate or correct defects and physical or mental 
illnesses and conditions discovered by the screening services are provided.”

growing number of states have adopted Medicaid approaches for financing early childhood mental health 
services, including parent-child dyadic therapies and in-home mental health treatment. In response 
to the opioid epidemic, some states are adopting family-focused approaches to substance abuse in the 
household, particularly when young children are present.

Services to address social determinants of health for young children and their families, as long as their 
objective is in improving child health, also can be financed using Medicaid. Home visiting and other pre-
ventive, developmental, and two-generation approaches are discussed further in parts four, and five.

States vary in how they administer and implement Medic-
aid for all covered populations (e.g., low income children, 
adults, seniors, and persons with disabilities). Despite 
EPSDT requirements, states vary in how they implement 
the EPSDT benefit, both in terms of preventive health care 
and in terms of services to CSHCN and other conditions 
requiring treatment. Some states have good policies in 
place, but health providers and families are not well in-
formed about the coverage. Families, child advocates, and 
child health providers have worked with state agencies 
for decades to help ensure that Medicaid finances quality 
services under recognized standards of care and that each 
child’s needs are identified early and addressed promptly 
and effectively. This remains an ongoing challenge, but also 
represents an opportunity.

States have the authority and flexibility, particularly through EPSDT, to structure coverage of services 
for children to achieve goals for prevention, healthy development, and minimization of disability. The 
opportunities to cover appropriate, effective, and cost-effective services for young children are discussed 
further throughout this report. 

Services to address social determinants 
of health for young children and their 

families, as long as their objective is in 
improving child health, can be financed 

using Medicaid. 
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The Rationale for a Broad Perspective on Medicaid Coverage of 
Services for Young Children 
When children are very young (0-3), they are setting the foundation and trajectory for all future develop-
ment — largely through interactions with their parents and other caring adults. The safety, stability, and 
nurturing in the home environment is critical to young children’s health and development. Child health pro-
viders play a leading role in ensuring health through identifying and responding to conditions of a newborn, 
treating disease and injury, providing immunizations, and diagnosing and responding early to other clinical 
medical and health concerns. However, that is only a part of what contributes to a child’s health trajectory 
and long-term healthy growth and development.

In the case of young children with recognized and diagnosed medical conditions, successful treatments and 
related services are generally covered under Medicaid. This is particularly true when the treatment is found 
to be medically necessary for an individual child. Young children often have identified risks or live in con-
ditions that have not resulted in a specific diagnosis at their age or stage of development. Medicaid, under 
the broad mandate of the EPSDT child health benefit, finances services for young children without a specific 
medical diagnosis in order to prevent, ameliorate, or correct risks and conditions. This might include: devel-
opmental services for a child at risk of developing a developmental disability or parent-child dyadic mental 
health therapy when a mother is depressed, even if the parent is not covered by Medicaid. 

State Medicaid agencies also finance an array of prevention and early intervention services that do not 
require individual determinations of medical necessity. Within a primary care practice, this might mean re-
imbursement for time spent delivering Reach Out and Read, work of a Healthy Steps program specialist, out-
reach visits by a community health worker to assess home safety, or anticipatory guidance when the parent 
has a concern about the child’s behavior or mental health. Other prevention programs financed by Medicaid 
include: home visiting programs for families with young children, early childhood mental health consul-
tation in community settings when provided to individual children, and health-related services under the 
Individuals with Disabilities Act Part C Early Intervention Program for Infants and Toddlers. (See discussion 
of other services and programs in part six of this sourcebook.) 
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Part Two 

High Performing Medical Homes for Young 
Children: Covering Well-Child Care to Meet 
Bright Futures Guidelines

K. Johnson and C. Bruner. A Sourcebook on Medicaid’s Role in Early Childhood: Advancing High Performing Medical 
Homes and Improving Lifelong Health. Child and Family Policy Center. October 2018. 
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Child health practice is undergoing a transformation, broadening its focus from treating disease and 
managing existing health conditions to promoting healthy development.1 This transformation is based 
on a much more ecological and family-centered approach to providing primary and preventive services 
through well-child visits. The definition of health is now generally considered as a state of physical, 
mental, and social well-being, not merely the absence of disease or disability.2 3 Thus health care services, 
particularly for children, must be broadened to include responses not only to bio-medical factors but 
also to address social determinants of health that can have negative impact on health across the life span. 
While the health care system is not responsible for addressing all social determinants, and certainly not 
through clinical services, it has a key role to play, often in initiating responses.4 For young children, it is 
particularly important that primary care respond to social determinants of health that reflect family and 
community environments that can jeopardize healthy and development.5 

Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents6 7 8 provides 
evidence-based guidelines for well-child and preventive care. Led by the American Academy of Pediatrics 
(AAP) and supported by the U.S. Department of Health and Human Services, Health Resources and Ser-
vices Administration (HRSA), Maternal and Child Health Bureau (MCHB), Bright Futures has been des-
ignated as the standard of care for pediatric preventive services in public and private plans in federal law.9 
10 The Bright Futures guidelines outline the content for 31 age-specific, well-child, preventive health visits 
from birth to 21. Its most recent edition has expanded emphasis on using well-child visits to promote 
overall health and well-being and to respond to social determinants of health, including themes such as 
family support and healthy development, as well as physical, mental, developmental, and oral health. 

A growing array of primary care practices is responding to this broader definition of what determines 
health. Some exemplary practices in the Child and Family Policy Center’s Health Equity Initiative (Pri-

Part Two / Key Takeaway Messages

• Child health practice is undergoing a transformation, broadening its focus from treating disease and 
managing existing health conditions to promoting healthy development. Children’s primary care pro-
viders are expanding their role in responding to social as well as bio-medical determinants of health. 
Science and expert recommendations guide such shifts, which are particularly important in the earliest 
years of life. Bright Futures guidelines describe this role and a patient/family-centered medical home, 
defining expanded relationships with children, their families, and other community services.

• A growing base of exemplary primary care practices demonstrate the feasibility and value of providing 
such care for young children, called here “high performing medical homes” to distinguish them from 
the current general standard of care. Moving from isolated exemplary practices to widespread diffusion 
requires Medicaid financing that supports and sustains best practices, including comprehensive well-
child visits and the additional care coordination, practice enhancements, and linkages to community 
services needed to address children’s healthy development.

• To do so, states need to differentiate between general pediatric practice and that provided by high 
performing medical homes, setting Medicaid reimbursement rates and incentives (either directly or 
through managed care contracts) accordingly. States also need to use quality measures to monitor high 
performing medical homes to assure that they provide the expected level of care. 
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mary Health Care Iowa, Maricopa Health Systems, The Children’s Clinic) have developed systemic 
approaches within existing health systems, while others have adopted and built on new evidence-based 
program models (e.g., Help Me Grow, HealthySteps, and Project DULCE) (see Appendix D). Such prac-
tices have recognized that ensuring the safety, stability, and nurturing in the home environment is foun-
dational to healthy child development. In most instances, these efforts extend beyond the primary health 
setting, connecting families with services and supports to promote all areas of child development (i.e., 
physical, cognitive, social-emotional, and language). They start, however, with the pediatric primary care 
setting extending beyond what often is the routine practice of a physical examination, vaccinations, and 
primary attention to any medical issues. They augment with screening, care coordination/case manage-
ment, staff focused on development, and other approaches to better serve children from low-income, 
higher-risk communities.

To move from exemplary sites to widespread implementation will require states to develop Medicaid 
payment approaches, benefit definitions, provider requirements, and other processes that support this 
new standard of care. Where states have established contracts with managed care or accountable care or-
ganizations for delivering Medicaid services, states must establish contract requirements, guidelines, and 
incentives to advance this work. Under Bright Futures guidelines and Medicaid’s EPSDT provisions, states 
have both the authority and the responsibility within their Medicaid programs to accelerate this transfor-
mation across the country. The first step is to define and sufficiently finance the pediatric medical home.

Seven Core Features of the Medical Home

Personal Physician — each patient has an ongoing relationship with a personal physician trained to provide 
first contact, continuous and comprehensive care.

Physician-Directed Medical Practice — the personal physician leads a team of individuals at the practice 
level who collectively take responsibility for the ongoing care of patients.

Whole Person Orientation — the personal physician is responsible for providing for all the patient’s health 
care needs or taking responsibility for appropriately arranging care with other qualified professionals.

Care is Coordinated and/or Integrated — across all elements of the complex health care system (e.g., 
subspecialty care, hospitals, home health agencies, nursing homes) and the patient’s community (e.g., family, 
public and private community-based services).

Quality and Safety — are hallmarks of the medical home. Practices advocate for their patients to support 
the attainment of optimal, patient-centered outcomes that are defined by a care planning process driven by a 
compassionate, robust partnership between physicians, patients, and the patient’s family.

Enhanced Access — to care is available through systems such as open scheduling, expanded hours and new 
options for communication between patients, their personal physician, and practice staff.

Payment Reform — appropriately recognizes the added value provided to patients who have a patient-cen-
tered medical home.

Source: American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians, 
American Osteopathic Association (2007). Joint principles of the patient-centered medical home. 10-24-07.
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Defining and Financing a High Performing Medical Home

Pediatric primary care providers (e.g., pediatricians, family physicians, nurse practitioners, etc.) are the 
professionals most likely to see and serve young children (particularly those under 3). With 9 out of 10 
young children seeing a health provider for a well-child, preventive visit at least annually (and more fre-
quently in the earliest years), such visits offer opportunities for improving health outcomes during child-
hood and for a lifetime. The pediatric medical home is the ideal context for this to occur.

The AAP, HRSA-MCHB, and CMS all recommend that each child have a patient/family centered medical 
home. An increasing body of research identifies the key characteristics of a medical home. According to 
the AAP and HRSA-MCHB, a pediatric medical home provides health care must be accessible, contin-
uous, comprehensive, family-centered, coordinated, compassionate, and culturally effective. In 2007 the 
AAP, American Academy of Family Practice, American College of Physicians and American Osteopath-
ic Association developed the ‘‘Joint Principles of the Patient-Centered Medical Home (PCMH)’’11 and 
adopted the National Center for Quality Assurance (NCQA) — PCMH criteria as standards for prac-
tices.12 The shared principles are to deliver primary care that is: person and family centered, continuous, 
comprehensive, equitable, accessible, coordinated and integrated, team-based and collaborative, and high 
value. Quality and safety are integral parts of the medical home model.13 The document also described 
seven core features of such a medical home, previously shown.

As discussed above, many pediatric medical home providers 
are augmenting their services or increasing linkages with other 
community providers to better address risks and concerns 
related to child development, emotional-behavioral factors, or 
social determinants of health.14 15 16 17 18 Others have adopted a 
pediatric primary care bundle and used quality improvement 
approaches to achieve significant improvements in practice 
— for instance, one effort showed an improvement from 58 
percent to 92 percent of visits where full bundle of preventive 
services was received for patients 0 to 14 months of age, with 
sustained the improvement for over one year.19 Such efforts 
require time and resources to establish and maintain in clinical 

practice and within the office setting, but they are particularly important for assuring the health and de-
velopment of children in Medicaid and reducing long-term costs in health, education, and social services.

By transforming their practice and operating as a high performing medical home, pediatric primary care 
providers can better achieve the quality and experience of care for the young child and family, improv-
ing the health trajectories of young children as a result, and reduce the incidence of preventable health 
conditions across the lifespan that currently are the source of many health care costs. A high performing 
medical home for young children in Medicaid would carry out the functions beyond what is in standard 
practice today, and in particular give more focus to the needs and risks of low-income young children 
and their families. Exemplary pediatric primary care practices for low-income young children share 
important characteristics related to their approaches and functional components that define high perfor-
mance. Specifically, they: 

1. Provide comprehensive well-child visits and preventive services based on Bright Futures and EPSDT 
standards, including screening, anticipatory guidance and parent education. This includes engaging 
with families to screen for, identify, and discuss issues (anticipatory guidance) that extend beyond 

By transforming their practice and 
operating as a high performing 
medical home, pediatric primary 
care providers can better achieve 
the quality and experience of care 
for the young child and family. 
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Figure 12. Design for High Performing Pediatric Medical Homes in Medicaid

the physical/bio-medical well-being of the child to the social and environmental factors that affect 
healthy child development (e.g. family stress and adversity, maternal depression, food insecurity), 
with a two-generation emphasis on improving child health.

2. Provide care coordination/case management at appropriate levels (low, moderate, and more intensive 
levels), depending on child and family presenting concerns. This includes supports for an effective, 
warm “handoff ” from the health practitioner to a care coordinator (based inside the medical home 
and/or in the community) to identify concerns, strengths, and needs, and to ensure referral and 
follow-up that connects families with resources and supports that meet needs and build strengths. A 
part of this care coordination is to identify and network with other resources in the community to 
facilitate effective care coordination and ensure completed referrals, connecting young children and 
their families to services and supports in their communities.

3. Increase use of other supports for healthy development. This can include augmented services located 
within the primary care setting, such as integrated behavioral health, developmental specialists, or 
community health workers to support families. Primary care practices also should link to or integrate 
with other services such as home visiting, dyadic therapies to improve children’s healthy develop-
ment, early intervention for developmental delays and disabilities, early childhood mental health 
therapy, or parenting programs.

Figure 12 illustrates these different characteristics of high performing pediatric medical home, reflecting 
best practices and approaches identified in the field and based on the goals and guidelines set in Bright 
Futures. Medicaid can finance services in each of the three areas.

• Comprehensive well-child visits 
required under EPSDT. 
• Adherence to AAP Bright Fu-
tures score and schedule.
• Screening for physical, develop-
mental, social-emotional-behav-
ioral health, maternal depression 
and other social determinants of 
health.
• Anticipatory guidance and 
parent education, as required in 
EPSDT and Bright Futures.
• Family engagement, focused 
on two-generation approaches to 
ensuring child health.
• Other primary care practice (i.e. 
Reach Out and Read).

• Individualized, with intensity 
commensurate with need.
• Routine care coordination for 
all as part of medical home.
• Intensive care coordination/
case management for those 
with higher needs identified.
• Structured, family-focused 
approach to assess and respond 
to medical and non-medical 
health-related needs.
• Linkages to community resourc-
es, with active identification and 
engagement of those resources.

• Child/family support pro-
grams, including those designed 
to be co-located in primary 
care (i.e. Healthy Steps, Project 
DULCE).
• Integrated behavioral health 
in primary care setting.
• Referrals to and integration 
with other services such as 
home visiting, family support, 
early intervention, early child-
hood mental health.

Other Services

Care Coordination/Case Management

Well-Child Visits
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Aiming for Quality in Well-Child Visits

In many respects, the diffusion of innovation in pediatric primary care is in an early stage, with opinion 
leaders calling for change and early adopters undergoing transformation. Most practices offer tradition-

al medical care for young children but have not adopted 
approaches to address social determinants of health or 
accelerated efforts to identify and address developmental 
and behavioral concerns. Risks and conditions that may not 
yet meet a clinical threshold of disease or illness or develop-
mental delay often remain unaddressed. Time available to 
spend with children and their families is limited, and it may 
seem impossible to add anything new to their responsibili-
ties. At the same time, most pediatric primary care providers 
recognize there would be value to doing more, particularly if 
compensation and staff with expertise are available (e.g., for 
intensive care coordination, augmentations).

The following scenarios describe good current practice for primary care addressing bio-medical issue 
(scenario one) and practices that extend beyond that (based on exemplary program experience) to be a 
truly high performing medical home (scenario two).

Scenario one: 1-Year-Old Well-Child Visit
A mother and child come into the office and are sent into an examination room, where a nurse comes 
in, measures and weighs the child, and informs the mother of the immunizations the child will 
receive. She asks the mother to unclothe the child and says that the doctor will be in shortly for the 
examination. The doctor comes in and does a thorough, full-body examination of the child, sharing 
with the mother that while the child has no medical abnormalities, the child is in the 85th percentile 
for her age in weight and the 50th percentile for height. He asks about the child’s eating patterns and 
cautions against giving more than four ounces of juice per day. He also asks the mother if she has any 
concerns about her child’s physical development and speech. Although he notices the mother looks 
stressed and does not appear to pick up on the child’s cues for attention, he doesn’t see anything med-
ical to address. He concludes the visit by assuring the mother her child is healthy but again encourag-
ing her to watch the child’s weight and nutrition and says he looks forward to the next visit.

Scenario two: 1-Year-Old Well-Child Visit
Prior to coming into the office, the mother received notifications of the upcoming visit, was mailed a 
pre-visit information sheet for this age group from Bright Futures, and was encouraged to complete 
the online Well-Visit Planner and an Ages and Stages Questionnaire (screening tool about develop-
ment). When she comes in, the front desk staff checks to see any results (in this instance there are 
none, as the mother did not complete the planner or questionnaire) and provides the mother with a 
parent survey that asks questions about the child’s development and family concerns. The staff person 
highlights for the doctor several responses, including that the mother has had a change in her life 
(housing move), reports she is under significant stress, and is concerned with her child’s “acting out.” 
While she waits, the mother is given a handout that briefly describes developmental expectations and 
milestones for a 1-year-old and some tips on eating, exercise, bedtime and sleep patterns. As with 
scenario one, the mother and child are sent to an examination room and the nurse reviews the immu-
nization schedule and informs the parent what the examination will cover.

Most practices offer traditional 
medical care for young children but 
have not adopted approaches to 
address social determinants of health 
or accelerated efforts to identify and 
address developmental concerns.
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When the doctor comes in, he immediately asks the mother how she and the child are doing and 
how the move has gone. The mother indicates that it has been hard, she has moved in with a friend 
in order to save money, there isn’t much space for her and her child, and they likely will have to move 
again. Following queries, the mother expresses frustration at managing her child's temper tantrums, 
particularly at bedtime, and that she herself is often exhausted. While completing the child’s physical 
itself, the doctor indicates that the child is healthy but has nutrition concerns and would like to go 
over the information on the handout about nutrition. The doctor also says he would like to call-in 
part of his team, a HealthySteps specialist, to spend a little more time discussing child behavior man-
agement and development. First, however, the doctor brings out a book and hands it to the mother 
and asks her to share the book with the child. He watches the mother doing this, and comments on 
how, even at this age, reading and showing pictures to a child is a good activity. The doctor mentions 
he would like to have another check-up in a month or six weeks, so he can see how the nutrition and 
reading are going, and if the nighttime routine is getting easier.

The doctor then leaves and confers briefly with the HealthySteps specialist, who comes in for a 
20-minute session with the mother and child. The specialist provides advice, guidance, and modeling 
on parenting and answers a number of questions the mother now asks. The worker also compliments 
the mother on the way she holds her child and responds when the child smiles. The specialist learns 
that the mother does not have a crib for the child to sleep in and that the housing situation is tem-
porary. The worker is able to connect the mother with a paralegal, through a clinic relationship with 
legal services under the practice’s Medical-Legal Partnership, which helps provide housing leads. The 
mother also receives a voucher that can be used to get a safe, portable crib through the local health 

Table 3. Financing Core Functions in a High Performing Pediatric Medical Home

Core function for high performing 
pediatric medical home

Medicaid mechanism Reimbursement and 
fiscal sustainability 

Quality and value 
measures for incentives 
and accountability

Well-Child Visit and Prevention Practices

• Child physical examination

• Developmental surveillance and 
screening

• Screening for social determinants of 
health and family risks

• Anticipatory guidance 

• Care coordination

• Required referrals for other services, 
including: vision, hearing, and dental

• Referrals as needed for further mental 
and developmental assessment. 

• Other referrals as needed for nu-
trition, housing, income, and other 
family support services

• Well-child (EPSDT) 
visit payment

• Separate payments 
(where approved by 
state) for screening 
of child development 
(general and so-
cial-emotional) and 
social determinants 
(material, personal, 
social, and parenting, 
and screening for ma-
ternal depression)

• Reimbursement for 
visits (which docu-
ment core functions 
achieved) cover costs 
— 15-minute and 
30-minute visits @ 
$100+ and $150+ (e.g. 
payment for a high 
performing medi-
cal home for young 
children above that 
for current well-child 
visits)

• Screening payments 
(e.g., $25+ per screen, 
with more than one 
screen allowed) 

• Medicaid-CHIP core 
measures on primary 
care access and preven-
tive services, including: 
well child visits, devel-
opmental screening, 
immunizations, and 
access to primary care.

• Use of care 
coordination

• Referrals and appoint-
ments made for follow 
up on identified risks 
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department. The mother leaves with a general handout on children’s developmental expectations at 
age 1, a picture book, an appointment schedule for an interperiodic EPSDT visit in six weeks, and 
several additional resources provided by the HealthySteps specialist about what they had discussed.

Clearly, both visits have value for the child’s overall healthy development, but the second does much more 
around probing the stability and nurturing the child is likely to receive that are foundational for optimal 
physical, cognitive, social, and emotional development. The first scenario meets the periodicity schedule 
for well-child care set out in Bright Futures and checks off specific required medical examination boxes, 
but the second scenario embodies the overall Bright Futures guidelines for well-child care, including its 
emphasis on identifying and responding to social as well as bio-medical determinants of health.

Operating a practice that provides well-child visits that conform to scenario two has greater costs than 
visits that reflect scenario one. At heart, “value-based payment” systems are intended to provide differen-
tial payments that recognize these different values. If the current well-child visit as provided in scenario 
one is reimbursed $75 (the typical payment by Medicaid, although subject to very large variations across 
states), it is easy to argue that scenario two has a value of double or triple that and should be reimbursed 
accordingly. It may be possible for a practice to maintain itself doing well-child visits with a reimburse-
ment of $75 for scenario one for its Medicaid patients, but certainly not for scenario two. If practices are 
to be incented to adopt scenario two, their reimbursement must be substantially greater.

This is true whether operating within a fee-for-service or a managed care environment. In most instanc-
es, the actual Medicaid reimbursement is similar under managed care payments and under fee-for-ser-
vice ones (see part five for a detailed discussion of opportunities to reimburse high performing medical 
homes under different payment systems and models).

In addition to providing reimbursement for the office visit, Medicaid also may provide separate reim-
bursement for screens that are performed. Currently those primarily involve child-specific screens (e.g., 
Ages and Stages, autism screens) but also have extended in some instances to screens related to the family 

Table 4. Measuring High Performing Pediatric Medical Homes for Young Children in Medicaid

High rates of access to care*
High percentage of children receiving well-child visits* 
High rates of children who are up-to-date on immunizations* 
High performance on developmental screening measure*
Satisfaction with the experience of care as measured with the Consumer Assessment of Healthcare Providers and Systems 
(CAHPS®) Health Plan Survey 5.0H*

Use of validated CSCHN screening tool
Use of SDOH screening tool, including maternal depression
Low rates of unnecessary emergency department visits*
Family engagement demonstrated through use of recommended Bright Futures pre-visit tools and/or the electronic 
Well-Visit Planner

Documentation on rates of referrals, follow up and completed referrals
Documentation of augmented resources and supports provided in practice (e.g., integrated mental health, Healthy Steps, 
Project DULCE, Reach Out and Read)

* Measures are part of CMS Medicaid-CHIP Core Child Set. 
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High Performing Medical Homes: Care  
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K. Johnson and C. Bruner. A Sourcebook on Medicaid’s Role in Early Childhood: Advancing High Performing Medical 
Homes and Improving Lifelong Health. Child and Family Policy Center. October 2018. 
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Defining Care Coordination and Case Management

The terms “care coordination” and “case management” are both used, often interchangeably, to describe 
a set of activities in child and family health used to promote optimal access to a range of services and 
supports.1 2 Even though the AAP, MCHB, and other child health leaders generally use the term care 
coordination,3 4 5 6 Medicaid traditionally finances coordination under the case management benefit.  In 
research and practice, the terms care coordination and case management describe a range of activities 
that better link children and families to services and supports, promote access, ensure follow up, and 
address needs. One type of care coordination/case management is for those with health conditions within 
the “normal range,” which is designed to reduce barriers related to language, health literacy, culture, 
geographic access, and economic and social environments. For children with special health care needs, 
care coordination provides additional help navigating the broader health care system and communicat-
ing with multiple providers.7 For some families, a combination of medical and social needs calls for more 
intensive case management.8 

Part Three / Key Takeaway Messages

• The terms “care coordination” and “case management” are both used, often interchangeably, to describe a 
range of activities that better link children and families to services and supports, promote access, address 
needs, and ensure follow up. A basic level of care coordination/case management for all patients is a 
defined part of the medical home. 

• The definition of a medical home includes basic, routine care coordination. When a child has an identi-
fied physical, developmental, mental, or other condition, additional care coordination/case management 
may be needed. Similarly, when the child is in a family experiencing social risks and conditions (e.g. 
social determinants of health) that threaten the child’s health and development, more intensive care 
coordination may be essential. A high performing medical home in Medicaid must provide care coordi-
nation capable of responding to both bio-medical and social risks and conditions.

• Under EPSDT, children are entitled to case management coverage. Medicaid regulations specify a case 
management benefit, but do not define “care coordination.” States also can use the targeted case manage-
ment (TCM) benefit under Medicaid, with flexibility to offer certain services to individuals in defined 
groups (such as young children), specific geographic areas, and delivered by qualified providers. Federal 
regulations define the following four categories of activity: 1) assessment, 2) development, 3) referrals 
and relative activities, and 4) monitoring and follow-up. In addition, states can pay for an array of care 
coordination activities in primary care settings or in the community apart from the case management 
benefit.

• Medicaid case management benefit categories can be used to cover this more intensive care coordina-
tion. States are financing care coordination under the case management or targeted case management 
benefit categories. Operationally, financing may be through direct reimbursement on a fee-for-services 
basis, on a capitated basis (e.g., per member, per month-PMPM, payment), or through incentives or 
bonuses for performance. Whatever the finance mechanisms, as described in Medicaid regulations, re-
imbursement should include direct time with the child and family and other time involved in gathering 
information, developing or updating the care plan, following up with families, scheduling appointments 
for referrals, and checking in with families and monitoring the care plan are covered services.
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Research has shown that care coordination/case management is associated with whether or not a child 
receives the care they need for physical, mental, and developmental conditions.9 10 Studies have shown 
that when a problem is suspected (or even diagnosed and services prescribed), young children often fall 
into the gaps in receiving services and coordinating care across different health care providers and sys-
tems, including mental health, child development, and early childhood education.11 Moreover, care co-
ordination/case management often represents a key strategy within managed care for select populations 
because it can lead to more appropriate service utilization and reduced costs, including better manage-
ment of existing health conditions and reduced episodes requiring high-cost medical interventions.

A basic level of care coordination/case management for all patients is expected from the child health 
practitioner and office as part of being a medical home, particularly in referring to and following up with 
subspecialty services.12 Pediatric medical home care coordination is a patient and family-centered, assess-
ment-driven, team-based activity designed to meet the needs of children and strengthen families. 

The AAP Finance Committee recommends that medical homes be financed sufficiently to include ba-
sic case management/care coordination, patient/family education, counseling, and related community 
coordination services. Payment sufficient to cover the cost of this basic care coordination is essential for 
ensuring the quality of the medical home.13 Of course, many families already serve the function of coor-
dinating a whole range of care for their children, in-
cluding medical care (and dental care) but extending to 
child care and other child activities. For many families, 
the primary child health practitioner merely needs to 
check-in with the parents to make sure the child’s basic 
needs (including safety, supervision, and nurturing) 
are being met and care is coordinated. Often brief and 
routine care coordination can be done by telephone. As 
described in part two, the well-child visit and general 
office practice perform this general care coordination 
function for all children within a medical home.

When a child has an identified (i.e., diagnosed) behavioral, cognitive, developmental, or physical condi-
tion — often categorized as “special health care needs” — additional care coordination/case management 
may be needed as the medical home provider likely is making referrals to specialty and related services. 
Having dedicated staff time or community-based care coordination resources supports more efficient, 
effective, and completed referrals and helps to ensure that there is a team-based approach to providing 
services that is integrated and responsive to child and family needs.14 Care coordination addresses inter-
related medical, social, developmental, behavioral, educational and financial needs in order to achieve 
optimal health outcomes. Key activities include creating care plans, monitoring plan actions, and sharing 
timely information among all members of the care team, including the patient and their family. How-
ever, the child may have family and social risks and conditions (i.e., social determinants of health) that 
threaten her health and development, even if these have not yet manifested in adverse health conditions, 
illness, or disability. EPSDT is designed to prevent such conditions from worsening. As shown in Figure 
11, in part four of this sourcebook, these risks and conditions may be related to: the physical and material 
home environment, the physical and mental health status of the parents, the family’s social ties and con-
nections, and the parent-child relationship. Case management/care coordination is particularly import-
ant when the risks need to be addressed by providers and programs beyond the medical care system, as 
they require knowledge and skills that extend beyond what can be expected from (or is a good use of the 
expertise of) the primary care practitioner.

Pediatric medical home care coordination 
is a patient and family-centered, 

assessment-driven, team-based activity 
designed to meet the needs of children 

and strengthen families.
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Case management and care coordination in Medicaid

Under EPSDT, children are entitled to case management coverage. Medicaid regulations specify a case 
management benefit, but do not define “care coordination.” However, many Medicaid agencies now refer 
to services covered under the case management benefit categories as ‘‘care management,’’ ‘‘service coor-
dination,’’ ‘‘care coordination’’ or some other term related to planning and coordinating access to health 
care and other services on behalf of an individual.15 In Medicaid law, case management is a covered ser-
vice in Section 1905(a) that has a meaning very similar to care coordination, and is defined as follows. 

“Case management services means services furnished to assist individuals eligible under the State 
plan who reside in a community setting or are transitioning to a community setting, in gaining access 
to needed medical, social, education, and other services in accordance with 42 CFR §441.18.” (42 
CFR §440.169(a)).

At their option, states also can use the targeted case management (TCM) benefit (also known as medical 
assistance case management). Under TCM, states have the flexibility to offer certain services to individ-
uals in defined groups, specific geographic areas and /or delivered by qualified providers. States submit 

a state plan amendment to CMS in order to get approval for 
specific uses of TCM. For example, some states use TCM as 
the benefit category to finance select home visiting models 
for pregnant women and young children; others use TCM to 
provide specific styles of care coordination for children with 
special needs, developmental disabilities, or mental health 
conditions. A targeted case management benefit could be 
established specifically for very young children in households 
where the identified need for such case management was to 
strengthen the safety, stability, and nurturing in the home 
environment to improve the child’s healthy development.

Federal regulations define case management services to include the following four categories of activity 
and explicitly exclude direct delivery of medical, educational, social, or other services to which the indi-
vidual has been referred.

1. Assessment (and periodic reassessment) to determine the need for any medical, educational, social, 
or other services, which includes taking client history, conducting structured assessment, and collect-
ing other information;

2. Development (and periodic revision) of a care plan based on the information collected through the 
assessment, with specific goals and actions; 

3. Referrals and related activities to help individuals obtain needed services, which include activities 
that help link the eligible individual with medical, social, educational providers, or other programs 
and services that are capable of providing needed services (e.g., making referrals to providers for 
needed services and scheduling appointments for the individual); and 

4. Monitoring and follow up activities needed to ensure that the care plan is effectively implemented, 
which includes contacts with the individual, their family, and other providers as necessary and appro-
priate. (42 CFR Section440.169(b)). 

Case management/care coordination 
is particularly important when 
the risks need to be addressed by 
providers and programs beyond the 
medical care system
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Other provisions in Medicaid cover “primary care case management services” and coordination of ser-
vices in a “health home” program for people with chronic conditions. In addition, states have the flexibil-
ity to pay for an array of care coordination activities in primary care settings or in the community. These 
might be structured under existing authority, under waivers, or through managed care or accountable 
care arrangements. Billing codes exist for care coordination, as well as complex chronic care coordina-
tion, medical team conferences, and other approaches. 

CMS recommends that state Medicaid agencies: build care coordination into standards for medical 
homes, support primary care providers by financing community-based care coordination entities (e.g., 
community health teams), put care coordination requirements into contracts with managed care orga-
nizations, and use strategies and tools to support care coordination.16 Federal regulations require that 
Medicaid managed care entities provide care coordination for each enrollee (42 CFR §438.208). State 
contracts can define performance expectations to strengthen care coordination, with a strong state 
performance monitoring approach to ensure compliance with the contract. CMS also recommends that 
states adopt quality measures for care coordination.

Beyond Basic Care Coordination: Key Attributes of Effective Practice 

The definition of a medical home includes basic, routine care coordination, yet some children and their 
families need more intensive care coordination. Intensive care coordination involves skills and knowl-
edge, particularly about community resources, that are different from the professional skills and training 
of the primary child health practitioner. In pediatric primary care practices with a high proportion of 
families who need more intensive care coordina-
tion, dedicated time from care coordination staff 
is essential, whether based inside the practice 
or in the community. Within a high perform-
ing medical home in Medicaid, there should be 
care coordination capable of responding to both 
bio-medical and social risks and conditions. 
Further, the frequency and intensity of that care 
coordination should reflect the complexity of the 
child’s condition and the family circumstances 
surrounding the child.

A growing number of practices provide care co-
ordination that focuses on both bio-medical and 
social determinants, many specifically integrated 
into primary practice settings. Even though the 
specific processes and protocols surrounding care 
coordination vary, the exemplary practices in the 
Child and Family Policy Center’s Health Equity 
and Young Children initiative identified a set of 
common activities. These are in alignment with 
Medicaid rules and are intended to:

• Assess, screen, and monitor child and family 
needs, risks, and strengths;

Core attributes of effective 
care coordination 
The Health Equity and Young Children Initiative 
charted some of the core attributes of effective care 
coordination, with implications to the recruitment, 
training, and stature within the medical home key 
to their effectiveness. Exemplary programs and 
practices reported the following:

• Immediacy and seamlessness of response,

• Concerted and persistent engagement of 
families,

• Emphasis on fostering family capacity, 
strengths, and resiliency,

• Recognition as a partner on the care team,

• Engagement and collaboration with other part-
ners and agencies,

• Continuous learning and improvement, and

• Flexibility, humor, humility, and self-care. 



52

• Help families identify priorities and set goals through a process that includes assessment of needs, 
engagement, and often a written plan;

• Provide and support completion of external referrals for families as needed (with warm hand off, 
warm transfer when possible, and generally moving beyond referral to scheduling and follow-up);

• Team with others, particularly within the practice/clinic, to ensure coordination and alignment of 
responses and to effectively bridge language, culture, and community differences; and

• Engage in ongoing coaching that builds parents’ agency and capacity to serve as the child’s care coor-
dinator and advocate with other services and supports.17  

What is clear, based on descriptions and reports 
regarding more intensive case management, is that it 
involves additional personnel beyond the primary care 
practitioner, uses staff with skills in engaging families, 
and involves time beyond the typical 15-20 minutes 
for child health visits. The skills needed by care coordi-
nators in doing this work include relational and prob-
lem-solving skills with families, the practice itself, and 
other providers of services.

Medicaid also can pay for services delivered under evidence-based programs that emphasize care co-
ordination, particularly those designed to be embedded in or to support pediatric primary care. Some 
address household material concerns (e.g., medical-legal partnerships), while others focus more on social 
support and health care navigation (sometimes including care coordinators with some “lived experience” 
such as community health workers and family advocates). Some provide direct hand-offs in the office 
at the time of a well-child visit, and others provide telephone care coordination for practices general-
ly. Some larger health practices, including federally qualified health centers, have a social worker, child 
development specialist, and/or community health worker on staff that can be connected with the family 
during a well-child visit to follow-up with care coordination. Some communities have organized systems 
of referral and care coordination.18 Consider the following examples.

• The Help Me Grow program helps states and communities leverage existing resources, identify vul-
nerable children, link families to community-based services, and empower families to support their 
children’s healthy development. This approach has been shown to be highly effective in connecting 
families with concerns about their children’s development and behavior to appropriate, communi-
ty-based programs and services. Help Me Grow generally involves practitioners referring families 
to care coordinators who in turn provide their care coordination through a call center. Families are 
then matched with services and supports, including scheduling appointments. Help Me Grow also 
provides child health providers with cost-effective alternatives to unnecessary and expensive medical 
specialty referrals, thereby preserving the capacity of specialists for those children who need it most. 
Currently operating in 28 states, Help Me Grow uses a mix of public and private funding.

• An intervention called Parent-focused Redesign for Encounters, Newborns to Toddlers (PARENT) 
provided a non-physician “coach” to provide more guidance, screening, and support to low-income 
families. Compared with the control group, families were significantly more likely to receive preven-
tive services, developmental screening, guidance, health information, and psychosocial assessments 

It is clear that more intensive case 
management involves additional personnel, 
requires staff with skills in engaging 
families, and takes more time than the 
typical 15-20 minutes for child health visits. 



53

for family risks. Parents found the care more helpful and were more likely to have their developmen-
tal and behavioral concerns addressed.19 

• Child First is an evidence-based model providing intensive, home-based services for high-risk fam-
ilies, using direct psycho-therapeutic intervention and care coordination. It is designed to serve 
families with multiple challenges and trauma (e.g., maternal depression, domestic violence, child 
maltreatment, substance use). The Child First care coordinators work with the mental health clinician 
and facilitate access to family-driven, comprehensive, well-coordinated, individualized services and 
supports throughout the community. The care coordinator coaches, guides, and supports parents in 
actualizing the plan. They also foster cross-system relationships with other local agencies and provid-
ers. Research shows significant improvements in families having service needs met.20 21 

Table 5. Financing Case Management and Care Coordination

Core function for high-per-
forming pediatric medical 
home

Medicaid mechanism Reimbursement and fiscal 
sustainability 

Quality and value measures 
for incentives and 
accountability

Well-Child Visit and Preven-
tion Practices

[See Part Two] [See Part Two] [See Part Two]

Case Management/Care  
Coordination

• May occur at low, mod-
erate, and more intensive 
levels, with tiered payments 
based on intensity.

• At low level, role of the 
pediatric medical home to 
provide care coordination, 
follow up, and referrals.

• At more intensive level, en-
gagement and whole-child/
family approach to identify 
needs and opportunities 
(through motivational 
interviewing, appreciative 
inquiry, and other tools 
that also promote family 
self-sufficiency and effica-
cy) 

• Referral and connection 
of families to services and 
supports to address medi-
cal conditions and risks, as 
well as social determinants 
of health (scheduling and 
follow-up)

• Case management (most 
often) or targeted case 
management benefit.

• Payment on fee-for-ser-
vice, capitated (e.g., per 
member per month), or 
incentive/bonus payments 
for performance.

• Payment structured to 
finance staff time within 
practice (e.g, community 
health worker, CSHCN 
care manager) or com-
munity-based programs 
providing more intensive 
care coordination. 

Reimbursement that covers 
the cost related to the staff 
performing the case man-
agement, including the time 
involved with the child and 
family and the time identi-
fying and securing referrals 
and doing the follow-up. For 
example: 

• For case management 
provided as a unit of 
service, this might be $50 
to $75 per child contact or 
visit (including assess-
ment, development of 
plan, referrals, and follow 
up).

• For case management 
provided under a capi-
tated system, this might 
be $10 to $20 per month 
based per qualifying child.

• For community-based 
programs, this might be 
a unit of service payment 
of $25 to $50 per hour 
of contact or a bundled 
service for six months 
involvement of $100 to 
$200.

• Care plans for children 
and families with higher 
needs and risks identified, 
including assessment of 
more specific needs and 
specification of actions 
for families beyond initial 
screen and referral 

• Follow-up report to prac-
tice and securing of addi-
tional pediatric referrals 
to other needed Medic-
aid-covered services

• Documentation of suc-
cessful referrals

• Measures for and ob-
jective measurement of 
family experience and 
family engagement (e.g., 
CAHPS, Promoting 
Healthy 
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Approaches to Financing for Care Coordination 

Medicaid case management benefit categories can be used to cover this more intensive care coordination. 
States are financing care coordination under the case management or targeted case management benefit 
categories, with the former often related to EPSDT requirements. As reported by the National Academy 
for State Health Policy, states have used a variety of administrative mechanisms to finance case manage-
ment/care coordination for young children in Medicaid.22 For example, some states: 

• provide a monthly case management fee 

• offer payment incentives to practices that demonstrate higher performance in medical home 

• emphasize case management in managed care contracts 

• use the health home option for persons with chronic conditions 

• engage health departments in case management/care coordination 

• cover perinatal case management for pregnant women and infants

• develop specific protocols for referrals from primary care to early intervention

The cost of staff time for more intensive care coordination can be substantial and needs to be reimbursed 
above basic primary care services. Operationally, financing may be through direct reimbursement on 
a fee-for-services basis, on a capitated basis (e.g., per member, per month-PMPM), or through incen-
tives or bonuses for performance. In any case, the financing may be on a unit-of-service basis (generally 
related to the time directly spent with the child and family) or as a bundled payment (generally over a 
longer period). Under either approach, as described in Medicaid regulations, the costs of both direct time 
with the child and family and indirect time — gathering information, developing or updating the care 
plan, following up with families, scheduling appointments for referrals, and checking in with families and 
monitoring the care plan — are covered. 

PMPM payments can provide a predictable revenue stream for practices so they can hire and support 
staff to provide care coordination, while reimbursement by unit of service or as a bundled service may 
appear less predictable to a practice in recovering the cost of adding care coordination staffing. At the 
same time, PMPM payments might be set at a rate that limits the number of staff below the level of need, 
affecting the number of children and families that can be served. 

Reimbursement rates should reflect what is needed to provide basic, moderate, and more intensive care 
coordination/case management. Tiered reimbursement levels with clear definitions can aid providers 
and managed care organizations in providing the right level of service, making efficient and effective use 
of available resources. Some states, like New Mexico, are using three levels of tiered case management in 
Medicaid managed care.

Table 5 is completed for the care coordination-case management role as it was for the well-child visit and 
office practice role in part two.
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Identifying Child and Family Need for Care Coordination and Complexity of Needed Response 

Some states use algorithms or criteria for medical complexity, developmental status, and/or psychosocial 
risk to determine the need for care coordination for their Medicaid populations, particularly related to 
identifying those with high medical costs. Use of the CSHCN screening tool is one validated, objective 
approach to assessing chronic conditions (physical, mental, functional).23 24 25 26 Even though algorithms 
and criteria for medical complexity have sometimes been used to identify children, states are only begin-
ning to develop child-specific algorithms or criteria that extend beyond medical diagnoses. 

Discussed further in this sourcebook (particularly in part four), pediatric primary care practices can 
screen for health-related, non-medical conditions that pose risks for healthy development, and tools are 
being developed that provide for screening of social determinants of health.27 Such efforts can provide a 
basis for developing new algorithms and estimating both the number and proportion of young children 
who should receive more intensive coordination, given the range of services that may need to be accessed 
and coordinated.

Measuring the Impact of Care Coordination

As with well-child visits, states need to apply metrics 
and measures to ensure children and families who 
qualify for case management/care coordination are 
receiving it and that care coordination is producing 
effective referrals, meeting case plan goals, and in-
creasing family agency in securing and using services. 
Over time, such metrics and measures also can help 
determine the degree to which care coordination is 
reaching its intended population and support contin-
uous improvement in making effective referrals, as 
well as identifying areas of unmet need or duplicative 
or misaligned services. An important barrier to measuring the effectiveness of care coordination is dis-
continuous enrollment in Medicaid for children. If children frequently move on and off Medicaid — as 
they do in many states — measuring continuity of care coordination is particularly challenging.28 

In addition, some tools are available for measuring care coordination and family satisfaction. The Con-
sumer Assessment of Healthcare Providers and Systems (CAHPS®) patient surveys assess patient experi-
ence and help improve the quality of care.29 The CAHPS 5.0H Child Survey is part of the CMS core set of 
child health measures and includes supplemental questions related to family-centered care, coordination 
of care for children, and other aspects of family satisfaction with care.30 The Care Coordination Tool 
developed at Boston Children’s Hospital is another resource.31 In addition the Promoting Healthy Devel-
opment Survey (PHDS) is endorsed by the National Quality Forum as a valid measure for system, plan, 
practice and provider-level assessment.32 The PHDS collects information on referrals and follow up as 
one domain. It has been used by Medicaid agencies,33 health plans, pediatric practices, and the National 
Survey of Early Childhood Health (NSECH).34 

Part seven of this sourcebook discusses broader issues of measurement, including review of the CMS core 
set of child health measures and CAHPS.

Tiered reimbursement levels with clear 
definitions can aid providers and managed 

care organizations in providing the right 
level of service, making efficient and 
effective use of available resources. 
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Part Four 

Screening in High Performing Medical Homes: 
Development, Health, and Well-being

K. Johnson and C. Bruner. A Sourcebook on Medicaid’s Role in Early Childhood: Advancing High Performing Medical 
Homes and Improving Lifelong Health. Child and Family Policy Center. October 2018. 
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Part Four / Key Takeaway Messages

• Practice in the high performing medical home should extend beyond traditional screening for general 
development in young children to include screening for social determinants of health. This is essential 
for identifying and responding to social determinants of health and related early childhood risks, with 
emphasis on affecting health trajectories over the life course, not just addressing immediate health con-
ditions.

• Medicaid’s EPSDT benefit requires developmental screening. Bright Futures guidelines recommend that 
developmental screening tests for young children be administered during the well-child visits at 9, 18, 
and 30 months. These visits are reflected in the AAP periodicity schedule for preventive well-child visits 
and in some, but not all, state EPSDT schedules. States have opportunities to improve the financing of 
these services, as well as the use of validated screening tools and measurement of practice, health plan, 
and state-level performance. 

• The Medicaid/CHIP Child Core Measurement Set includes a measure called “Developmental Screening 
in the First Three Years of Life.” The measure can be used to monitor how Medicaid providers, managed 
care plans, and state programs overall are performing in terms of developmental screening of young 
children. Not all states have yet adopted this measure.

• Screening for social-emotional development increasingly is used in pediatric primary care for young 
children. Screening for social-emotional/behavioral/mental health is part of the EPSDT benefit. Now 
more than ever, providers are offering and Medicaid is financing social-emotional-behavioral screening 
designed specifically for young children and some also are conducting maternal depression screening 
(one core social determinant of health for young children) as part of well-child visits.

• Screening for social determinants of health is an emerging area, with new tools, practice approaches, and 
financing opportunities. Responding to SDOH risks and needs identified through screening requires 
discussions between health providers and families, as well as referrals and follow up.

Screening as a Core Part of a High Performing Medical Home

As part of a high performing medical home and during a well-child (or other) visit, the primary child 
health practitioner follows a protocol for assessing the child’s health and development and also engages 
in “surveillance,” a technique designed to identify other issues and concerns that may not be part of the 
established protocol. Beyond general surveillance, the well-child visit can include specific screening relat-
ed to the child’s health and development or to conditions around the child affecting that development. As 
part two describes, these activities can be billed separately, and adequate reimbursement is needed to sus-
tain the practice in both conducting and using the screens. In terms of content, this includes screenings 
related to both the child’s development and well-being (including developmental and social and emotion-
al well-being) and screening related to conditions around the child (social determinants of health) that 
affect healthy development. This section discusses screening in the context of a high performing medical 
home for both developmental and social determinant concerns.
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Addressing the Roots of Health and Well-being in a High Performing Medical Home 

Research shows that young children’s health and development has impact throughout the life course, 
affecting child and adult health and well-being.1 2 3 4 5 6 7 8 As scientific knowledge has expanded, and 
advances have been made in medical care, a broader conception of health and the role of health practi-
tioners in advancing health has emerged. The term 
“health” has been redefined beyond clinical diagnoses 
and treatment or management of disease and disabil-
ity. The term now recognizes that health is more than 
the absence of disease or disability and is about opti-
mal health and well-being.9 Increasing focus has been 
placed on responding to social determinants of health 
and related early-childhood risks, with emphasis on 
affecting health trajectories over the life course, not 
just addressing immediate health conditions.10 11 12 

For young children, many of the social determinants of health apply directly to the parent or primary 
caregiver and the home environment, and indirectly to the child. During the first years of life, the safety, 
stability, and nurturing in the home environment is foundational to healthy child development — phys-
ical, cognitive, social, and emotional. When caregivers lack parenting skills or experience stress, de-
pression, substance use, and social marginalization, such factors can have profound effects on children’s 
health trajectories. The research on adverse childhood experiences and toxic stress shows that family tur-

Figure 13. Social Determinants of Health and Well-Being Affecting Healthy Child Development

For young children, many of the social 
determinants of health apply directly to the 

parent or primary caregiver and the home 
environment, and indirectly to the child.
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moil during early childhood is particularly damaging to children’s development and over the life course 
can lead to subsequent preventable chronic medical conditions. They can also affect educational, social, 
and emotional conditions, including justice system involvement, employability and earnings, and roles in 
the community and as parents of the next generation.13 14 15 16      

In short, the objectives of health and health-related services for young children can and should be on 
improving the child’s health trajectories, but this cannot be achieved without a focus on the child’s fam-
ily. This is in contrast to adults, where family plays a smaller role in determining an adult’s health. The 
schematic below suggests the special foci on families and the supports around the child that are needed 
for very young children. These require different metrics and practices than for adults. Child well-being 
is mediated through social determinants related to household economic well-being, parental personal 
well-being, family social well-being, and parent-child relationship well-being. 

There are multiple definitions of these SDOH, with most focusing on non-medical factors related to poli-
cy, social context, material, and environmental factors.17 Drawing substantially from the initial definition 
and factors established by the World Health Organization,18 19 Bruner and others have developed a defi-
nition more specifically directed to young children, recognizing that the safety, stability, and nurturing in 
the family home environment is core to healthy development.20 As shown in Figure 11, these can relate 
to the physical and material home environment, parental health, the family’s social supports and connec-
tions, and the parent-child relationship.

As discussed earlier in this sourcebook, children’s primary health care is undergoing a transition to 
increase focus on early development of health and well-being, which requires attention to social as well 

as bio-medical determinants of health. Innovators in child 
health have developed more ecological approaches to iden-
tifying and responding to young children in primary care, 
starting with broader approaches to screening that goes 
beyond specific child health risks and conditions to more 
fully engage families through supportive discussions and 
practice regarding factors influencing the whole well-being 
of children and families.21 22 Many approaches available for 
use in the pediatric primary care setting have yet to be wide-
ly adopted and could be advanced through Medicaid policy 
and financing.

Developmental Screening and EPSDT 

Developmental screening at specified visits with objective screening tools, as well as ongoing develop-
mental surveillance, is recommended by the AAP and other primary care provider organizations. The 
goal is to identify risks and possible delays in growth and development early and take follow up action to 
intervene. Conducting developmental screening is the role of primary health care providers and respond-
ing to identified risks is one of the key roles of a high performing medical home.

The federal Medicaid statute does not list “child development” as a benefit category, but these services are 
specifically covered under the EPSDT child health benefit. CMS affirms that developmental and behav-
ioral health screenings are required for all Medicaid-enrolled children under EPSDT and are also covered 
for children in CHIP.

Children’s primary health care is 
undergoing a transition to increase 
focus on early development of health 
and well-being, which requires 
attention to social as well as bio-
medical determinants of health. 
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“Periodic developmental and behavioral screening during early childhood is essential to identify 
possible delays in growth and development, when steps to address deficits can be most effective. These 
screenings are required for children enrolled in Medicaid…” CMS 23 

Comprehensive well-child visits through EPSDT include developmental screening based on professional 
guidelines and standards of care such as Bright Futures.24 During early childhood, screening for physical 
and mental/behavioral health and other risks is essential to identify risks and possible delays in develop-
ment. Developmental screening at specific times in early childhood, developmental surveillance at each 
well-child visit, and follow-up diagnosis and treatment are recommended for all children to ensure early 
intervention to correct or ameliorate conditions. Developmental screening is a covered service for chil-
dren enrolled in Medicaid, including children enrolled in Medicaid expansion CHIP. CMS has identified 
resources to support states in ensuring Medicaid enrolled children receive developmental screening.25 

Bright Futures guidelines recommend that developmental screening tests be administered during the 
well-child visits at 9, 18, and 30 months. These visits are reflected in the AAP periodicity schedule for 
preventive well-child visits and in some, but not all, state schedules. Standards of practice and EPSDT 
federal rules call for screening of young children across six primary domains of development, including: 
1) gross motor, 2) fine motor, 3) communication skills or language development, 4) self-help and self-
care skills, 5) social-emotional development, and 6) cognitive skills.26 In addition to screening for these 
categories of general development, state Medicaid programs are required to cover screening for vision, 
speech-language-hearing, and dental needs. 

Even though no specific list of screening instruments is mandated, federal rules call for use of culturally 
sensitive and validated tools, and some states recommend specific tools. State agencies often identify a 

Figure 14. State Medicaid Performance on Developmental Screening

15.7%

36%

50.5%

Source: Quality of Care for Children in Medicaid and CHIP: Findings from the 2016 Child Core Set Chart Pack. Page 32.
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set of standardized, objective screening tools recommended or required for use in Medicaid/CHIP. State 
Title V Maternal and Child Health programs and other child health professionals play an essential role in 
advancing evidence-based practice, recommending tools, and promoting widespread use of developmen-
tal screening.

Recommendations in pediatrics call for general developmental screening of young children; however, re-
search suggests social-emotional development, in particular, is important as an initial indicator of general 
well-being versus risk.27 Screening for social-emotional/behavioral/mental health is part of the EPSDT 
benefit. Increasingly, providers are offering — and Medicaid is financing — social-emotional-behavioral 
screenings designed specifically for young children, while also offering maternal depression screening as 
part of well-child visits.28 For example, the combined efforts of a team of state leaders in Minnesota led 
to success in expanding use of screening for general development and social-emotional development.29 
Minnesota reviewed 15 commonly used tools and made recommendations to promote developmental 
screening. 

One validated tool that has been widely used in health, early care and education, and other settings is the 
Ages and Stages Questionnaires: Social-Emotional (ASQ:SE). Studies of its use as a universal screening 
tool have been conducted.30 31 Additionally it has been used to assess the effect of integrated behavioral 
health (i.e., collocated psychologist) over time.32 

In line with Bright Futures recommendations, new tools to screen for social determinants of health are 
being used in a small, but growing number of pediatric primary practices. This involves asking about 
more than the child’s health, behavior, and developmental status.

The Medicaid/CHIP Child Core Measurement Set, includes a measure called “Developmental Screening 
in the First Three Years of Life.” (See part seven for the full Child Core Set of measures.) This measure 
reports the percentage of children screened for risk of developmental, behavioral, or social delays using 
a standardized screening tool in the 12 months preceding or on their first, second, or third birthday. The 
measure can be used to monitor how Medicaid providers, managed care plans, and state programs overall 

are performing in terms of developmental screen-
ing of young children. It also can be used in quality 
improvement efforts to help providers and managed 
care organizations improve their performance. Not 
all states have yet adopted this measure since it was 
released in 2016. As shown in Figure 12, among the 
26 states reporting data in FFY 2016, the average was 
36 percent. In 2016, developmental screening rates 
for children under age 3 ranged from 1.6 percent in 
Alaska to 77.5 percent in Massachusetts.33 These data 
point to opportunities for improved performance in 
every state.

Having billing codes and adequate reimbursement rates, combined with measurement and quality im-
provement efforts, can improve performance in terms of developmental screening. As reported by the 
National Academy for State Health Policy in 2016, many states now use distinct billing codes for devel-
opmental screening, but approximately 20 states do not recommend or require validated screening tools, 
and only six states set reimbursement above $20 for screening (Arizona, California, Iowa, Hawaii, Kan-
sas, and Kentucky).

Federal rules call for use of culturally 
sensitive and validated screening tools, 
and state agencies often identify a set of 
standardized, objective tools recommended 
or required for use in Medicaid/CHIP.



65

A number of states have implemented initiatives to use 
legal, data, and quality improvement strategies to increase 
appropriate use of developmental screening in pediatric 
practices. State efforts in Iowa, North Carolina, Oregon, 
Texas, Vermont, and Washington have been widely rec-
ognized. For example, in North Carolina attention to and 
training for office processes resulted in a significant in-
crease in screening rates to more than 70 percent of the 
designated well-child visits. This project led to a change 
in Medicaid policy, and screening in EPSDT well-child 
visits improved statewide.34 In Washington, state legislation 
was enacted in 2015 that adopts the Bright Futures recom-
mended schedule for developmental and autism screening 
as its standard for kids covered by Medicaid.35   

When a developmental screen indicates a risk or condition, follow-up action to complete a fuller diag-
nostic assessment is a critical next step. For children enrolled in Medicaid, such diagnostic services are 
financed by Medicaid unless financed under the Individuals with Disabilities Education Act (IDEA) Part 
C Early Intervention Program for Infants and Toddlers36 or Part B Special Education Program. In many 
states, Medicaid has developed partnerships with Part C and maternal and child/family health programs 
to maximize use of Medicaid and improve outcomes.37 Medicaid financing is used by virtually all states to 
finance a portion of Part C Early Intervention services. Making referrals, service delivery, and payment 
practices efficient and effective helps to reduce cost and improve outcomes. Projects across the coun-
try have demonstrated ways to streamline administrative practices, achieve cost efficiencies, maximize 
available providers, and better serve families with young children, including partnerships with pediatric 
medical homes.38 

At the same time, states set different eligibility criteria for Part C, with many requiring very substantial 
developmental delays or disabilities to be eligible for services.39 Nationally, only about 3 percent of all 
young children are receiving Part C services, although many more have some diagnosable delay. Screen-
ing and then referring to Part C does not fulfill the practitioner’s responsibility to respond to develop-
mental delays, although it can be an essential service to those who then qualify for assistance.

States have shown success in increasing developmental screening for young children enrolled in Medic-
aid. An increasing number of states are using a national measure to monitor performance. Taking action 
and financing interventions for identified risks and conditions is equally critical. Best practices used by 
states to focus on developmental screening in Medicaid include the following.

• Require use under EPSDT of the American Academy of Pediatrics Bright Futures-recommended peri-
odicity schedule and guidelines for well-child visits.

• Recommend or require age-appropriate, validated screening tools (i.e., for general development, 
social-emotional development, and social determinants of health) in rule, provider manuals, and 
managed care contracts. 

• Adopt the available billing codes and communicate them to plans and providers.

• Use the Medicaid/CHIP developmental screening measure. Require that providers and plans report 
using the measure and aggregate and report statewide data to CMS.

State have shown success in increasing 
developmental screening for young 

children enrolled in Medicaid. An 
increasing number are using a national 

measure to monitor performance.
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• Permit separate billing for screening (unbundle).

• Pay separately or at a higher reimbursement rate for enhanced pediatric primary care screening (e.g., 
social-emotional, maternal depression, SDOH, ACE), including screening delivered on the same day 
as well-child visit.

• Clarify that EPSDT interperiodic visits (as defined in federal law) are permitted for developmental 
screening when parents or other providers have concerns about development.

• Use performance incentives (financial and non-financial) for pediatric primary care providers and/or 
health plans to increase use of developmental screening, using the CMS measure to monitor perfor-
mance. 

• Set clear payment rules between Medicaid and IDEA Part C or Part B programs, and identify chil-
dren enrolled in both Medicaid and IDEA Part C or Part B services to reduce prior authorization and 
related administrative burden.

• Use Medicaid to finance developmental services for children with identified risks who do not have 
delays or conditions severe enough to qualify for IDEA programs, in order to prevent worsening of 
conditions.

• Use Medicaid to support augmentation of pediatric practice staff capacity to support development 
and address identified risks, such as addition of care coordination staff, HealthySteps specialists, be-
havioral health staff, etc. (See part five of this sourcebook.)

Screening for Social Determinants of Health

Screening for SDOH in pediatric primary care and well-child visits is an emerging area of practice.40 41 
42 In fact, primary care practitioners are seeking ways to screen for SDOH across the lifespan.43 44 45 46 47 
48 The use of an objective screening tool for SDOH is that it can better identify families who can bene-
fit from attention to their home circumstances and help the practitioner initiate a discussion with and 
exploration of family concerns. Research shows practitioners often miss the most at-risk children and 
families when they rely only on their observations.49 

One dilemma is having appropriate, acceptable, objective, validated, and useful screening tools. Reviews 
of existing screening tools for all ages have been conducted.50 Many questions or series of questions 
around particular factors (e.g., adequacy of housing, food sufficiency) have been validated as part of 
research studies; others have been put into practice without having studies of their reliability and validity. 
In the context of young children and their families, the validity of questions is important. It is equally im-
portant to use the process to promote educational, supportive, and problem-solving discussions between 
health providers and families — and to assist care coordinators in linking young children and their fami-
lies to services that enhance healthy child development by responding to those social determinants.

As part of a Child and Adolescent Health Measurement Initiative Technical Working Group (TWG), 
Bruner conducted a review of the published and the grey literature using the four domains described 
above (material well-being, psychological well-being, social well-being, and relationship well-being). This 
yielded a broad set of questions, which were synthesized and formulated into a screening tool composed 
of 18 questions, designed for use in the first years of life. This composite screening 51 tool covers the four 
domains, drawing as much as possible on validated screening questions and existing tools in practice and 
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an additional cross-walk between the screening questions in the tool and the different questions present-
ed in Bright Futures guidelines.52 

Responding to SDOH risks and needs identified through screening requires discussions between health 
providers and families. Asking parents to respond to sensitive questions about themselves, without pro-
viding the opportunity to discuss them, can produce anxiety, shame, or the reliving of negative experi-
ences (one of the reasons the TWG selected not to include questions regarding ACEs). Not asking about 
these topics that clearly impact health can also result in similar anxiety, shame and negative experiences.53 
54 Select practices, including a number of Help Me Grow sites, have incorporated the Well-Visit Planner 
into their structure, by encouraging parents to 
complete that online tool prior to their well-child 
visit and share the results with the practitioner. 
The Well-Visit Planner not only includes a num-
ber of screening questions, particularly around 
the child’s development, but also offers immediate 
resources to parents regarding issues and suggests 
specific concerns to raise with the practitioner 
during the well-child visit. Research suggests 
the Well-Visit Planner benefits practitioners by 
making better use of well-visit time with the fam-
ily; both the child and the family also benefit by 
understanding the child’s needs and encouraging 
timely solutions to concerns.

As discussed in part three of this sourcebook, for an estimated 10 to 30 percent of families overall and 
half or more in certain poor and isolated communities,55 follow up involves more than anticipatory 
guidance typically provided by the practitioner in the well-child visit. In some cases pediatric practices 
can provide interventions, but response to most SDOH will require a referral and follow up. Effective 
follow up entails a “warm handoff ” from the health provider practice to a care coordinator, social worker, 
family advocate, resource navigator, or other individual — either within the office or through an outside 
resource. 

Again, the screening tool is simply a starting point for referral and further discussion with a care coor-
dinator; often, such a discussion results in identifying family goals, ideas, or positive actions that are not 
evident from or directly tied to the survey responses. When additional services are needed, families gen-
erally benefit from the support care coordination can provide when navigating multiple systems of care.

 An objective screening tool for social 
determinants of health can better identify 

families who can benefit from attention to their 
home circumstances and help the practitioner 

initiate discussion of family concerns.
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Part Five 

Medicaid Financing for Other Needed Services 
Promote Healthy Child Development Within and 
Beyond the Medical Home

K. Johnson and C. Bruner. A Sourcebook on Medicaid’s Role in Early Childhood: Advancing High Performing Medical Homes and 
Improving Lifelong Health. Child and Family Policy Center. October 2018. 
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Augmenting Primary Health Care to Address Bio-Medical and Social Determinants of Health

As discussed throughout this sourcebook, primary care practices are moving toward becoming high-per-
forming medical homes by restructuring their offices and well-child visits and incorporating screening 
and care coordination as essential elements of their practices. There are such exemplary practices in 
virtually every state on which to build. 

In addition to these features, both states and exemplary practices also are expanding the coverage under 
Medicaid for additional needed services, sometimes with these services directly incorporated into the 
practice office and sometimes through practitioner referrals and authorizations for services outside the 
office. Specific service models have developed a strong evidence base on their effectiveness and have been 
supported for broad diffusion. Not all services that young children need will be eligible for Medicaid 
reimbursement (housing subsidies and basic child care, for instance), yet many do fit the Medicaid and 

Part Five / Key Takeaway Messages

• Many pediatric primary care practices are augmenting their services or increasing linkages with other 
community providers to better address risks and concerns related to child development, emotional-be-
havioral factors, or social determinants of health. Evidence-based models to augment primary care — 
such as HealthySteps and Project DULCE — are being used in practices across the nation. 

• Promoting social-emotional health and well-being, beginning in early childhood, is a nationwide prior-
ity. Medicaid is financing an array of preventive and therapeutic services for young children, including 
ones where the services themselves are directed to ameliorating parent risks that affect child health. 

• The social-emotional, mental, and behavioral health of young children is a core foundation for the 
healthy growth and development of young children and is strongly associated with school readiness, 
achievement, and lifelong health and well-being. EPSDT includes preventive, diagnostic, and treatment 
services related to mental health and physical health equally. Integrating mental/behavioral health ser-
vices into primary care is another trend, for children and adults. Early childhood mental health clini-
cians offer the opportunity to intervene more effectively in the earliest years of life; effective approaches 
recognize social and emotional concerns at much younger ages than those for traditional mental health 
diagnoses.

• Medicaid plays a role in financing home visiting and early intervention services. Dedicated federal 
funding through the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program and the 
IDEA Part C Early Intervention Program provide a foundation and infrastructure for needed services 
but themselves have insufficient funding to cover all children in need. Many states are using Medicaid 
to finance some of the cost for delivery of these services, particularly when related to improving child 
health outcomes, which falls within the scope of Medicaid and its EPSDT benefit. Even though federal 
funds cannot be used as a match for Medicaid, state or local funds directed to these programs can.

• Medicaid also provides opportunities for financing other services around parenting training, education, 
and group interventions that respond to developmental, social, and emotional risks. This generally re-
quires that primary child health practitioners or other medical clinicians provide authorization for such 
services, that staff are appropriately credentialed to provide the services, and that the goals for and docu-
mentation of the services are clearly enumerated and are based on the child’s identified health needs.



73

EPSDT benefit, particularly those directed toward improving children’s healthy development through 
training and enhancing parental skills in advancing the child’s development. Anticipatory guidance and 
health education is recommended and covered to promote positive parenting, as well as social-emotional, 
physical, and cognitive development and any special health care needs. Such services defy neat categori-
zation, but there is a growing body of evidence that suggests they can be integrated into the primary care 
practice, with financing from Medicaid. Most are evidence-based; many have been shown to have a high 
return on investment.1 

The other needed services and supports discussed here focus on engaging parents and children to im-
prove the health and development of young children through more positive parenting, home safety and 
security, and early interventions to address social and bio-medical determinants of health.

Augmenting Primary Health Care Office Responses by Incorporating Additional Services within the 
Practice Setting

Building such capacity within the pediatric primary care medical home is one highly promising strate-
gy. Typically, this is done by adding a staff person who has developmental knowledge and clinical skills. 
Evidence-based program models (e.g. HealthySteps and Project DULCE) are being implemented across 
the country. In addition, other types of staff may be added to provide preventive services and support 
parents within the practice or in the community. These strategies make particular sense for larger private 
practices and for federally qualified health centers and other clinics, where patient volume is likely to 
be sufficient to keep a staff person fully deployed. Smaller practices also may be able to have such onsite 
staff, however, particularly on a rotating basis across several sites, where the staff are available for specific 
days or times during the week. Below are examples. 

• Preventive Services Delivered by 
Non-Physicians. At their option, with a 
state plan amendment, states can choose to 
reimburse preventive services “recommend-
ed by a physician or other licensed practi-
tioner…within the scope of their practice 
under State law” (42 CFR §440.130(c)). 
Medicaid can provide reimbursement for 
preventive services staffed by a broad array 
of health and related staff. Those include 
community health workers, parent educa-
tors, early childhood specialists, and nutri-
tion counselors and lactation consultants.2 

• Project DULCE (Developmental Understanding and Legal Collaborations for Everyone) is an 
evidence-based effort that uses a protective factors approach. It incorporates components of the 
Medical-Legal Partnership model to ensure that families have access to the resources they need. Ini-
tially established as a research program at Boston Medical Center, Project DULCE improved paren-
tal knowledge of child development, better met family needs for concrete services, and successfully 
engaged and produced substantial gains in parental resiliency for families determined to be at risk.3 
Based at the infant’s primary care medical home and supporting families for the first six months, a 
DULCE family specialist joins the health care team and provides additional support on healthy child 

Primary care practices are moving toward 
becoming high-performing medical homes by 

restructuring their offices and well-child visits and 
incorporating screening and care coordination 

as essential elements. There are such exemplary 
practices in virtually every state on which to build. 
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development and parenting support by helping parents connect to both formal and informal commu-
nity resources. The Center for the Study of Social Policy and city and county partners are testing the 
adoption and adaptation of DULCE in localities across the United States.

• HealthySteps for Young Children (HealthySteps) is an evidence-based model that originated in 
1996 with partnerships formed with 24 pediatric and family practice sites across the country. The goal 
of HealthySteps was to design and test a new approach to primary care for young children that would 
focus on supporting parents in nurturing their child’s development. HealthySteps specialists—nurses, 
nurse practitioners, child development specialists, or social workers—are integrated into the primary 
practice to respond to the family’s needs for information and support about their child’s healthy de-
velopment. The 2003 national evaluation of more than 4,500 children served by 15 HealthySteps sites 
showed impressive gains in improving timely well-child visits, childhood immunizations, develop-
mental screening, family engagement in primary care, breastfeeding, safe sleep, positive mother-child 
activities, the sensitivity of parents to their children’s cues for attention, as well as in reducing the use 
of harsh disciplinary practices.4 5 6 HealthySteps participation is associated with better social-emo-
tional status and reduced child behavior problems. Through a national resource center operating at 
Zero to Three, HealthySteps continues to be replicated across the country and adapted and further 
evaluated for its impacts. 

Medicaid Financing to Support Early Childhood Social-Emotional-Mental Health

The social-emotional, mental, and behavioral health 
of young children is a core foundation for the healthy 
growth and development of young children and is strong-
ly associated with school readiness, school success, social 
relationships with peers, and lifelong health and well-be-
ing. EPSDT includes preventive, diagnostic, and treat-
ment services related to mental health and physical health 
equally. According to the Centers for Medicare & Medic-
aid Services, the EPSDT benefit assures that health prob-
lems, including mental health and substance use issues, 
are diagnosed and treated early and before they become 
more complex and their treatment more costly.7  

Medicaid finances various types of services using different mechanisms. As discussed above, screen-
ing for social-emotional-mental health risks, as well as development and social determinants of health, 
should be part of routine well-child visits. Under federal law, EPSDT requires screening for physical and 
mental conditions. 

For early childhood mental health interventions and treatment, most states require a determination of 
medical necessity prior to approval of Medicaid billing. This may or may not include a diagnosed condi-
tion of the child. Criteria related to risk factors are considered sufficient for determining medical neces-
sity in many cases. The professional judgement of a health professional should be considered sufficient 
grounds on which to base a medical necessity determination, given that nothing in federal law requires 
a diagnosis. In addition, some programs (e.g. evidence-based parenting support) might be generally ap-
proved, avoiding the need for individual medical necessity determinations. Mental and behavioral health 
care coordination/case management services also are billable services in a majority of states.

Screening for social-emotional-mental 
health risks, as well as developmental 
and social determinants of health, 
should be part of routine well-child visits. 
In fact, EPSDT requires screening for 
physical and mental conditions.
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Some states have used Medicaid to support early childhood social-emotional-mental health interven-
tions, but this aspect of the EPSDT benefit has not been fully implemented in most states. A 2017 survey 
of the 50 states by the National Center for Children in Poverty, Using Medicaid to Help Young Children 
and Parents Access Mental Health Services,8 docu-
mented how states are using a variety of partnerships, 
mechanisms, training, and funding approaches, to 
increase access to early childhood mental health 
services. (The state counts for 2016 in this section are 
based on this survey.) For example, in 2016, state Med-
icaid agencies covered early childhood mental health 
services provided by a mental health clinician when 
delivered in the home (46 states), in primary care 
(45), or via case management/care coordination (44), 
although the extent of financing and eligibility for the 
services vary substantially. 

Two specific approaches for providing such services—early childhood mental health consultation and 
parent-child (dyadic) therapy—are discussed below.

• Early childhood mental health consultation is a multi-level preventive intervention that connects 
mental health professionals with people who work with young children and their families to improve 
the child’s social-emotional and behavioral health and development.9 Many states have early child-
hood mental health consultation programs, often delivered through early care and education settings 
but also sometimes through primary care settings. States and communities use a variety of funding 
sources, including mental health (e.g. Project LAUNCH), child care, Title V MCH, and Medicaid dol-
lars to fund such efforts. In 2016, 34 states reported that Medicaid paid for an early childhood mental 
health specialist to provide services to address a young child’s mental health needs in early care and 
education programs. Medicaid generally is used only when the service is provided for individual 
children. No states yet are reported to cover consultation to improve program staff skills or other 
training.

• Parent-child (dyadic) therapy for mental health conditions acknowledges that for young children, 
mental and behavioral concerns can best be addressed by treating both the parent and the child, in-
creasing parenting capacity to be responsive, nurturing, promote positive behavior, and appropriately 
interact with the child. Several evidence-based models of parent-child therapy have been developed 
and are in use nationwide. In 2016, a substantial share of states (38) explicitly covered parent-child 
dyadic therapy. States vary regarding the settings and type of providers and/or therapy models that 
may be used, with a majority permitting billing by mental health clinics (37) and primary care prac-
tices (29). Some states (12) use specific billing codes for these services, while others use different 
rules. States generally require a determination of medical necessity for these services. Most states do 
not set limits on the number of visits, which would be consistent with EPSDT requirements for pro-
viding services as determined medically necessary for individual children. 

• As an example, Florida’s Medicaid agency changed the service description for “individual therapy,” 
renaming it “individual and family therapy” to extend coverage to parent — child dyadic therapy, as 
well as therapy with the parents alone without the child present or therapy with the child alone. If 
the child is the Medicaid recipient, therapy with the parent must be focused on the relationship with 

Some states have used Medicaid to 
support early childhood social-emotional-

mental health interventions, but this 
aspect of the EPSDT benefit has not been 

fully implemented in most states. 
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the child, and the child’s benefit must be documented. As a result, the service can be used for many 
different therapeutic approaches and the establishment of a specific service code for dyadic therapy 
was unnecessary for this state.10 

One challenge states and practitioners may cite to providing behavioral health services is that young 
children may not yet have clearly defined or diagnosable mental or behavioral health conditions. Very 
young children may exhibit abnormal development, poor attachment to caregivers, or other early signs of 
serious risk that do not fit into the Diagnostic Classification of Mental Disorders (DSM-V). This means 

that age-appropriate diagnostic codes are needed for 
young children. The Diagnostic Classification of Mental 
Health and Developmental Disorders of Infancy and Ear-
ly Childhood (originally DC:0-3 and now DC:0-5) sup-
ports clinicians in diagnosing and treating mental health 
problems in the earliest years. Crosswalks have been 
developed to aid providers in converting DC:0-5 into the 
diagnostic codes used for adults by most health insurance 
plans to receive compensation for their services. In some 
states (e.g. Florida and Minnesota), Medicaid uses sever-
al mechanisms for increasing access to early childhood 
mental health services, including adoption of the DC:0-5 
for diagnostic purposes.

Integrating mental/behavioral health services within the medical home is another trend for both children 
and adults. EPSDT and Bright Futures guidelines call for mental health screening, but there is a shortage 
of pediatric mental and behavioral health providers for children, particularly for young children.11 As a 
result, many children and families who need prevention and intervention services do not receive them. 
Referral to appropriate behavioral health services can be challenging for families and primary care pedi-
atricians. Integration of behavioral health care within pediatric primary care offers a unique opportunity 
for early intervention to prevent behavioral health problems from worsening. 

The number innovative approaches for behavioral health integration (BHI) in pediatric primary care 
practice is increasing.12 Collocation of mental and behavioral health providers in the pediatric medical 
home is an important opportunity. Studies on pediatric behavioral health integration indicate that the 
strongest effect is with a team-based approach in which primary care providers, care managers, and 
mental health specialists coordinate care.13 Medicaid financing can make this type of primary care sys-
tem enhancement possible, particularly for those medical homes serving high concentrations of children 
enrolled in Medicaid. Clear definitions, coverage rules, billing codes, adequate reimbursement rates, 
requirements for medical necessity where appropriate, and managed care contract provisions are needed 
as the practical mechanisms to finance integrated behavioral health. Often, as part of a medical team, a 
trained staff person who is not a licensed physician but has a mental health specialization can provide 
these services. Additional support sometimes can be provided through telemedicine or other means to 
access additional clinical expertise when needed.

Research is clear that the mental health of the parents, and particularly the mother, affects parent-child 
relationships and the mental health of the child.14 Further, this is particularly impactful in the earliest 
years of a child’s life, a time when some mothers experience post-partum depression. A CMS infor-
mational bulletin emphasizes the negative impact maternal depression can have on young child devel-
opment and the role EPDST plays in addressing this condition. CMS encourages maternal depression 

One challenge is that very young children 
may exhibit abnormal development, poor 
attachment to caregivers, or other early 
signs of serious risk that do not fit into 
the DSM-V.
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screening during EPSDT well-child visits and informs states that pediatric primary health care providers 
may be permitted to bill for maternal depression screening under the child’s Medicaid during well-child 
visits. (See discussion of screening in part four.) CMS states that Medicaid can cover treatment related 
to maternal depression under the child’s Medicaid enrollment if the child is present and if the treatment 
directly benefits the child. An example of this type of intervention is parent-child dyadic therapy. 

“If a problem is identified as a result of an EPSDT screen, states have an obligation to arrange for 
medically necessary diagnostic and treatment services to address the child’s needs…. Consistent with 
current policy regarding services provided for the “direct benefit of the child,” such diagnostic and 
treatment services must actively involve the child, be directly related to the needs of the child and 
such treatment must be delivered to the child and mother together, but can be claimed as a direct 
service for the child.”15 

Additional treatment of the mother’s depression may be needed (including prescriptions for medication 
and therapies directed specifically for the mother), which can be covered under Medicaid if she qualifies. 
At the same time, much can be done under the child’s Medicaid coverage to identify maternal depression 
and strengthen the parent-child relationship, which often contributes to the mother’s health as well.

Medicaid Financing in Partnership with through Other State and Federal Programs

Medicaid is not the only federal source of financing for children’s health and development and early 
responses to developmental issues and concerns. Other federal programs—particularly those for home 
visiting and early intervention—are designed to address children’s health and development. Many states 
provide additional funding to these efforts. Even though federal funds cannot be used as the state match 
for Medicaid, state or community funds directed to these services can. Medicaid can play a substantial 
role in financing these other needed services.

Medicaid Financing for Home Visiting

Over the last decade, the knowledge base about home visiting has grown and more than 20 evi-
dence-based models that provide voluntary, structured, home visiting services have been approved, 
based on federal review. Evidence-based home visiting can have a very strong return on investment, 
with programs such as the Nurse-Family Partnership 
shown to save $5.70 per $1 invested. Home visiting 
services, typically for at-risk families, emphasize 
prevention, often beginning during pregnancy, and 
have demonstrated impact on a range of maternal 
and child health outcomes, as well as improvements 
in parenting skills, economic self-sufficiency, safety, 
and well-being. Several models give greater empha-
sis to improving maternal, infant, and young child 
health, beginning during pregnancy, and show more 
impact on health outcomes.16 The AAP and others in 
child health have called for linkage and integration of 
the pediatric medical home and home visiting pro-
grams.17 18 

Even though federal funds cannot be used 
as the state match for Medicaid, state or 

community funds directed to these services 
can. Medicaid can play a substantial role in 

financing these other needed services.
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The federal Maternal, Infant, and Early Childhood Home Visiting (MIECHV) program provides funding 
that is used in every state to finance evidence-based home visiting, with $400 million provided annual-
ly. However, current funding is sufficient to reach only a small share of families who might benefit from 
these services. Medicaid funding cannot be combined with federal funding from the MIECHV program, 
but Medicaid can be one among several sources of funds states use for home visiting services. Many states 
use multiple state and local funding streams (as well as federal funding streams, including MIECHV but 
also TANF, child welfare, and others) to support multiple models of home visiting and address a vari-
ety of family risks and needs. Often, states have specific state appropriations for home visiting, many of 
which predated MIECHV as a funding source. States may find it to their advantage to expand Medicaid 
to cover home visiting services and therefore draw down additional federal as well as state dollars for 
those services.

States have been using Medicaid to finance home visiting for over 20 years and continue to evolve in the 
approaches they use to provide coverage for vulnerable mothers and children. In 2016, Joint Information-
al Bulletin of the Centers for Medicare and Medicaid Services (CMS) and Health Resources and Services 
Administration (HRSA) affirmed the flexibility and opportunity states have to do so. 

“Medicaid coverage authorities offer states the flexibility to provide services in the home.… However, 
home visiting programs may include some component services, which do not meet Medicaid require-
ments, and may require support through other funding options.…state agencies should work together 
to develop an appropriate package of services... may consist of Medicaid-coverable services in tandem 
with additional services available through other federal, state or privately funded programs.”19 

Currently more than a dozen states are using Medicaid financing for home visiting through a variety of 
mechanisms. In most states, home visiting services are added through a Medicaid State Plan Amendment 
(SPA). Other states have made home visiting part of larger Medicaid Section 1115 or 1915(b) waivers 
(e.g. Maryland, South Carolina). Still others use current authority and existing benefits. Different states 
use fee-for-service, capitated, and managed care approaches.20 Typically, states pay for home visits on a 

per-visit unit, fee-for-service basis, but it also may be 
part of per member, per month capitated fees under 
managed care or provided as a bundled service covering 
the time period when the visits occur. As states develop 
Medicaid financing for home visiting, most provide a 
reimbursement rate that covers the full cost of providing 
that service, recognizing that all the aspects of providing 
home visiting (including direct time with the parent and 
child around child-specific developmental issues and the 
home visitor’s other time related to that work) are cov-
ered in the reimbursement. The examples below show the 
different ways that states have drawn down funding for 
home visiting.

• Oklahoma has a long history in home visiting policy and was one of the first states to use Medicaid 
to pay for home visiting. Oklahoma’s Nurse-Family Partnership program is known as Children First. 
By 1998, Oklahoma had an agreement between the Department of Health and the Medicaid agency 
(Oklahoma Health Care Authority) to finance Children First in all 77 counties. Services may be billed 
to Medicaid with codes for targeted case management (HCPC23 T1017) or nurse assessment (HCPC 
T1001). State officials report that Medicaid currently represents approximately 15-20 percent of 

States have been using Medicaid to 
finance home visiting for more than 
20 years. Currently more than a dozen 
are using Medicaid financing for home 
visiting through a variety of mechanisms 
and benefit categories.
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funding for Children First each year. In FY 2016, Children First served about 2,500 families in Okla-
homa, with 90 percent receiving coverage through Medicaid. The Medicaid approach is supported by 
a strong and enduring partnership between the state’s Medicaid agency and Department of Health. By 
2016, more than 100 registered nurses who meet home visiting training requirements were certified 
by the Department of Health for this program. 

• Michigan has been using Medicaid to finance home visiting for more than two decades. Multiple 
models are being used with state and MIECHV funding, but the centerpiece of their statewide effort 
is the Medicaid Maternal and Infant Health Program (MIHP). MIHP is administered by the state 
Medicaid agency. Michigan used maternal and infant case management programs from which to 
build MIHP as a strong, population-based home visiting program that is available to all pregnant 
women in Medicaid. MIHP has been shown through evaluation studies to improve utilization of pre-
natal care and well-baby visits; and to reduce the risk of adverse birth outcomes, particularly among 
black women.21 In 2017, after years of operation as a fee-for-service Medicaid program, MIHP was 
integrated into Medicaid managed care arrangements. 

• Minnesota has been using Medicaid to finance home visiting for more than a decade. The state cur-
rently authorizes Medicaid managed care contracts with local health departments providing home 
visiting services. Multiple models of home visiting are being used (e.g. Nurse Family Partnership, 

Figure 15. Percentage of Infants and Toddlers Birth to 3 Receiving Part C Early Intervention Services by 
State, 2016.

Source: U.S. Department of Education, EDFacts Metadata and Process System (EMAPS): “IDEA Part C Child Count and Settings 
Survey,” 2016. Data extracted as of July 12, 2017. U.S. Bureau of the Census. "2016 State Population Estimates by Age, Sex, 
Race, and Hispanic Origin". Data accessed July 2017 from http://www.census.gov/popest
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Healthy Families America, and Family Spirit). All of the managed care organizations contracting with 
the state have subcontracts with local agencies to provide home visiting services. However, local agen-
cies have been individually contracting with managed care organizations and as a result home visiting 
agency reimbursement rates, responsibilities, and results are inconsistent across the state. 

• The Kentucky’s Health Access Nurturing Development Services (HANDS) program is administered 
by the Kentucky Department of Public Health. HANDS began as a pilot program in 1999 and was 
expanded to every county in the state by 2003. This expansion was fueled by Medicaid financing. In 
2002, the state got a Targeted Case Management SPA approved to cover some HANDS home visiting; 
the state used State Tobacco Funds as the state match for federal Medicaid dollars. Kentucky covers 
HANDS services through a fee-for-service system even though the majority of Medicaid beneficiaries 
are enrolled in managed care.

The structure of these efforts depends primarily on the benefit category used.22 Under the Medicaid State 
Plan Authority there is no official benefit called “home visiting”; however, home visiting services can be 
covered under some benefit categories, typically targeted case management, expanded services to preg-
nant women, and EPSDT. Most states have used the Targeted Case Management benefit option to finance 
home visiting, which offers flexibility and fiscal controls. Using the Targeted Case Management benefit 
option requires that a state submit and CMS approve a Medicaid State Plan Amendment, in which the 

state may define risk criteria for family eligibility, 
set provider qualifications (e.g. select models), de-
fine the structure of the service, set payment rates, 
and even select specific geographic areas if it so 
chooses. The overlap between EPSDT prevention 
benefits and home visiting services offers an oppor-
tunity for EPSDT to be used as a permissible bene-
fit pathway for the coverage of services.23 Typically, 
states use the EPSDT child health benefit combined 
with optional enhanced maternity benefits.

In any case, states are not using medical necessity determinations or prior authorization limits related to 
Medicaid financing of home visiting. Instead, it is typically added as a covered service under an appropri-
ate benefit category with risk criteria for eligibility generally aligned with the models used. 

States using Medicaid to finance some home visiting services must continue funding staff training, eval-
uation, central intake, and similar home visiting system elements with MIECHV or other funds. Such 
activities would not typically qualify for Medicaid payment, even in the health system. 

IDEA Part C Early Intervention Program for Infants and Toddlers 

Children with confirmed disabilities—physical, developmental, or mental—generally qualify for pro-
grams that support their families’ efforts to care for them. In particular, Medicaid, the Supplemental Se-
curity Income and associated Medicaid eligibility, the Individuals with Disabilities Education Act (IDEA) 
Part C Early Intervention for Infants and Toddlers and Part B Special Education for children 3 to 21, and 
the Title V Children with Special Health Care Needs (CSHCN) programs operate in every state. Medical 
homes for children should play an important role in helping families identify risks, needs, and follow up 
interventions, including services provided in these federal programs.24 

Under the Medicaid State Plan Authority there 
is no official benefit called “home visiting,” but 
home visiting services can be covered under 
some benefit categories.  
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Part C of the IDEA provides grants to states for Early Intervention Programs for Infants and Toddlers 
with Disabilities (20 U.S.C §1435(a)(1), P.L. 108-446 §635(a)(1)) and requires that states provide early in-
tervention services to children identified as qualifying for them.25 26 States must use a comprehensive out-
reach approach (known as “child find”) and referral system, as well as access to timely and comprehensive 
multidisciplinary evaluations to identify needs. States must assure that every eligible child and family will 
have early intervention services eligible to them and use Individualized Family Service Plans (IFSP) to 
specify and guide services, as well as care coordination services. Although the federal grant is a limited 
$347 million, it generally provides for the infrastructure for states to operate their Part C program. Most 
states provide substantial additional state, local, Medicaid, and private insurance funding to provide the 
services identified as needed under Part C.

Each state Part C program is required to establish eligibility 
criteria for serving, at a minimum, children who have: 1) a 
diagnosed physical or mental condition with a high probability 
of resulting in developmental delay; or 2) developmental delays 
in one or more of five domains (i.e. physical, cognitive, com-
munication, social/emotional, and adaptive development). At 
their option, states are permitted to make eligible children who 
would be at risk of experiencing a substantial developmental 
delay if early intervention services were not provided to the 
individual. Also the state’s option, at-risk infants and toddlers 
“may include those who are at risk of experiencing develop-
mental delays because of biological or environmental factors that can be identified (including low birth 
weight, respiratory distress as a newborn, lack of oxygen, brain hemorrhage, infection, nutritional depri-
vation, a history of abuse or neglect, and being directly affected by illegal substance abuse or withdrawal 
symptoms resulting from prenatal drug exposure).”27 Since 2005, states have had the flexibility to make 
Part C early intervention services available to children until they are eligible to enter kindergarten or ele-
mentary school, thereby offering families additional support and children enhanced services that would 
not typically be included in IDEA Special Education services for ages 3-5. 

Federal law requires that states use a “rigorous definition of the term ‘developmental delay’,”28 yet states set 
their own eligibility criteria for Part C. These vary widely and can require an identified delay of 25 per-
cent or more to trigger eligibility, which often is difficult to meet, particularly for very young children.29 
As a result, eligibility and enrollment varies widely among the states. National survey data indicate that 
the proportion of infants and toddlers who have conditions making them likely to be eligible for Part C 
services ranges from 2 percent to more than 50 percent — with the most cited study estimating that 12-
28 percent of all children should qualify.30 31 As shown in the map in Figure 12, the proportion of infants 
and toddlers enrolled in Part C, however, ranges from across states from 1 percent to 9 percent.

Medicaid plays a particularly important role in financing services that help children with developmen-
tal disabilities or chronic medical conditions, including those in the IDEA Part C Early Intervention 
program. A majority of state Part C programs use Medicaid to fund some of the health-related services 
for infants and toddlers.32 Intervention services on behalf of Part C-enrolled children most likely to be 
funded by Medicaid are physical, occupational, and speech/language therapies. Psychological, nutritional, 
diagnostic medical, vision, developmental therapy, and assistive technology services also can be covered. 
Part C services generally involve extensive communication with the parents of the children, and support 
to them in providing home-based environments to improve their children’s development.

A majority of state Part C 
programs use Medicaid to fund 

some of the health-related 
services for infants and toddlers.
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In many states, Medicaid has developed partnerships with Part C to maximize the funding for Part C 
services and improve outcomes. Medicaid financing is used by virtually all states to finance a portion of 
Part C Early Intervention services. Making referral, service delivery, and payment practices efficient and 
effective helps reduce cost and improve outcomes. Medicaid financing for Part C has been restructured in 
some states as more young children are enrolled in managed care arrangements.33 

At the same time, an estimated 10 to 25 percent of young children with developmental risks or delays that 
have not yet resulted in disability do not qualify for Part C Early Intervention under the state definitions 
for eligibility. In many states, more than one-third of children with identified developmental concerns re-
ferred to Part C do not qualify. Many of these risks associated with later onset developmental delays and 
disabilities are related to social determinants described earlier in this sourcebook.34 State Medicaid agen-
cies can structure and support a network of providers who have the capacity to serve children with or 
at risk of developmental delays who do not qualify for Part C. Doing so adheres to the Medicaid statute 
and its EPSDT benefit. Medicaid agencies, in partnership with Title V CSHCN programs in particular, 
have worked to develop such provider capacity. For example, Rhode Island developed the Comprehen-
sive Evaluation, Diagnosis, Assessment, Referral, and Reevaluation (CEDARR) program, which has been 
modernized to provide Medicaid health homes.35 

Family First 

On February 9, 2018, the Family First Prevention Services Act was signed into law as part of the Bi-
partisan Budget Act of 2018 (P.L. 115-123).36 The Family First Act includes major reforms intended to: 
avoid foster care placements by keeping children safely with their families; emphasize the importance of 
children growing up in families; and ensure children are placed in the least restrictive, most family-like 
setting appropriate to their needs when foster care is needed.37 Notably, children in foster care qualify for 
Medicaid, as do many other children at risk for entering foster care.

Setting a new direction, the Family First Act provides new 
optional Title IV-E funding for time-limited (one year) 
prevention services for mental health/substance abuse and 
in-home parent skill-based programs for candidates for 
foster care without regard to whether the child would be 
eligible for Title IV-E foster care, adoption, or guardian-
ship, pregnant/parenting foster youth, and the parents/kin 
caregivers of those children and youth (sections 471(e), 
474(a)(6) and 475(13) of the Act). Eligible groups include: 
1) children who are “candidates” for foster care, meaning 
they are identified in a prevention plan as being at immi-
nent risk of entering care but can safely remain at home 
or in a kinship placement if provided services that prevent 

entry into foster care or whose adoption or guardianship arrangement is at risk of disruption or dissolu-
tion that would result in entry into foster care; 2) children in foster care who are pregnant or parenting; 
and 3) parents or kin caregivers of candidates for foster care where services are needed to prevent the 
child’s entry into care or directly relate to the child’s safety, permanence or well-being. Eligible children, 
youth, parents and kin caregivers are eligible for prevention services and programs regardless of whether 
they meet the AFDC income-eligibility requirements required for Title IV-E reimbursement. 

The preventive services program emphasizes: 1) mental health and substance abuse prevention and 

The potential exists for states’ child 
welfare and Medicaid agencies to work 
in partnership to maximize available 
funds, increase service capacity, and 
provide treatment services for pregnant 
women, infants, children, and youth. 
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treatment services provided by a qualified clinician, and 2) in-home parent skill-based programs, which 
include parenting skills training, parent education and individual and family counseling. State agencies 
and child advocates are starting to envision programs that might use the 12-month funds to: increase the 
capacity to provide: parent-child dyad mental health therapy, trauma-informed services, maternal de-
pression treatment, home visiting models designed for families whose young children are in or at risk of 
entering the child welfare system, interventions to reduce opioid exposure during pregnancy, and other 
services.

The potential exists for states’ child welfare and Medicaid agencies to work in partnership to maximize 
available funds, increase service capacity, and provide treatment services for pregnant women, infants, 
children, and youth. For example, if Family First time-limited funds were used to spread use of evi-
dence-based child welfare interventions, Medicaid might be used in tandem to fund mental health, devel-
opmental, or substance use treatment services.

Medicaid Financing to Support Effective Parenting 

Parents’ knowledge of how to meet their children’s 
basic physical and emotional needs has effects on par-
ent-child relationships and, in turn, child health and de-
velopment.38 The appropriateness and skill of parents in 
delivering discipline is equally important. Anticipatory 
guidance from the pediatric primary care practitioner 
is intended to help parents prepare for and address 
issues they may encounter as their child grows. Bright 
Futures guidelines recommend anticipatory guidance 
across a broad variety of topics that are focused on parental roles in their child’s health and development. 
As discussed throughout this sourcebook, some families need coaching, support, and guidance that goes 
beyond what can effectively be delivered in well-child visits. Evidence-based home visiting programs 
offer coaching and support for positive parenting and have been shown to have significant impact. Other 
evidence-based programs are designed to provide more intensive support to parents (e.g. Triple P Posi-
tive Parenting Program,39 40 The Incredible Years41 42) and can be financed through Medicaid. These may 
be provided in clinical sites such as pediatric practice offices, community health centers, or hospitals or 
may be provided in other human service office sites. Two state examples point to opportunities.

• In Michigan, Community Mental Health Services Programs can choose the evidence-based parenting 
models they offer. Models used include: Nurturing Parenting Program and The Incredible Years. A 
diagnosis is required for billing Medicaid but the diagnosis can be for the parent or child.

• In Oregon, services within select parenting programs are covered when a child has a diagnosis and a 
parent training program is recommended as the best treatment for that diagnosis (e.g. The Incredi-
ble Years, Parent Management Training programs). Parents can participate in a parenting program if 
their child is “at risk” of experiencing a mental health disorder as a result of family circumstances that 
increase the child’s chance of developing a significant mental health condition. Oregon’s health care 
providers may bill Medicaid for children’s mental health services under a new code indicating the 
presence of family and environmental factors that place the child “at risk” of a mental health disorder 
(using the ICD-10 code, Z63.8). 

Some families need coaching, support, 
and guidance that goes beyond what can 

effectively be delivered in well-child visits. 
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Optimizing Payment Approaches to Support and 
Sustain High Performing Medical Homes 
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Part Six / Key Takeaway Messages

• Medicaid can and should play a lead role in advancing high performing medical homes for young 
children. Payment approaches should cover the costs of needed services, incentivize high performance, 
ensure that services meet standards of care, and result in improving outcomes for low-income young 
children served.

• This can be done through both direct, fee-for-service payment systems or under managed care arrange-
ments. Regarding fee-for-service environments, a key step is to establish Medicaid reimbursement levels 
sufficient to finance and incentivize high performing pediatric medical homes. Appropriate billing 
codes, service definitions, provider qualifications, and measurement are needed.

• For Medicaid provided through managed care arrangements, states must incorporate into contracts with 
managed care organizations (MCOs) and accountable care organizations (ACOs) specific expectations 
and requirements for finance and delivery of high performing medical homes for young children and 
other services in line with the EPSDT benefit. This requires distinguishing services for young children 
from services for other populations in the Medicaid contract and establishing payment structures and 
distinct performance incentives. In particular, contracts and payment mechanisms should emphasize the 
preventive and developmental services needed to improve the health and well-being of young children 
in Medicaid in both the short and long term.

• Three specific payment approaches common to managed care contracts — per member per month pay-
ments, pay-for-performance, and use of “shared savings” — also can be used to advance the development 
of high performing pediatric homes, but they are not a substitute for the other actions described above.

• Medicaid administrative claiming can be used to cover administrative activities needed to maximize the 
effectiveness and efficiency of high performing medical homes. State Title V Maternal and Child Health 
programs often are in the position to provide or contract for administrative services related to Medicaid 
(e.g., related provider training, system coordination, measurement) and bill for administrative costs.

Financing Approaches to Support Practice Transformation and High Performing Medical Homes for 
Young Children

Children, and particularly young children, are not “little adults.” They need services and supports that ad-
dress their unique health and developmental status. The focus should be on improving health trajectories 
to health and well-being during childhood and over a lifetime. This section discusses Medicaid financing 
specifically as it relates to high performing medical homes, with emphasis on primary, preventive, and 
developmental services for young children and their families. 

As the insurer of a majority of young children, Medicaid can and should play a lead role in diffusing the 
implementation of high performing medical homes for young children and, eventually, making it the 
expected standard of care.1 To move from exemplary practices consistent with the description of a high 
performing medical home to the pediatric standard of care defined in Bright Futures will require states 
to develop Medicaid reimbursement systems, supported by clear and strong service definitions, billing 
codes, service provider guidelines, contracts, and measurement approaches. 
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Certainly there will be savings and returns on investment from the improved child health trajectories and 
therefore fewer medical conditions requiring treatment services, yet most of these will be realized well 
into the future and not in the timelines of current Medicaid expenditures (i.e., within an annual or bien-
nial Medicaid budget or a Medicaid managed care contractual cycle). Savings can be expected, however, 
in reduced costs for health care of those with developmental and other disabilities, special education pro-
grams, and chronic health conditions from childhood to adulthood. Thus, while short-term savings may 
not accrue to contracting providers or plans, the public sector will have an overall return on investment 
in the long run.

In general, achieving improved outcomes will require increased investments in and or expenditures for 
effective primary, preventive, and developmental services for young children through high performing 
medical homes. State Medicaid financing systems must be structured to reimburse and incentivize the 
different services for young children described in parts two through five. 

Whether operating under a fee-for-service 
system or a managed care system, the state has 
the same responsibility and legal requirements 
under Medicaid and EPSDT to provide neces-
sary services to children. This may be operation-
alized through state rules regarding payments or 
contracts and enforcement provisions in those 
contracts. Moving to managed care does not 
eliminate the need for the state to promote and 
ensure that young children receive the services 
to which they are entitled, and particularly those 
governed under EPSDT.

Whether operating through a state fee-for-service system or a managed care system, every state is in the 
position to define and establish standards for services and set payment levels that support and sustain 
high performing medical homes for young children. In short, there are opportunities for promoting and 
advancing high performing medical homes for young children, but, to do so, state Medicaid agencies 
need to be explicit in expectations, oversight, and financing incentives to providers and/or MCOs/ACOs.

Financing Through Managed Care and Accountable Care Organizations

The term “managed care” is used to describe several different arrangements for delivering and financing 
health care services. Over 70 percent of all Medicaid enrollees — and more than 80 percent of young 
children in Medicaid — receive care in managed care arrangements, including comprehensive risk-based 
plans through MCOs, primary care case management (PCCM) programs, and limited-benefit plans. To 
date, 39 states have incorporated MCOs into their Medicaid programs.2 

Since most children in Medicaid are covered under managed care, it is important to understand the oper-
ational dynamics of managed care. MCOs are designed with the goal of simultaneously improving health 
care quality, improving population health, and containing or reducing per-capita health care costs (the 
“triple aim”).3 They are not, however, charitable institutions and the bottom line for them is achieving a 
reasonable return-on-investment (profit) through their Medicaid contracts.

To move to the pediatric standard of care defined 
in Bright Futures will require states to develop 
Medicaid reimbursement systems, supported 
by clear and strong service definitions, billing 

codes, service provider guidelines, contracts, and 
measurement approaches. 
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In general, state Medicaid offices contract with 
MCOs in order to contain or reduce overall Medic-
aid costs, while still maintaining quality of care and 
population health. They must follow federal rules 
in doing so.4 States typically structure incentives for 
MCOs for achieving those cost savings or offsets. 
The rationale is that, by providing MCOs greater 
flexibility in what they cover and provide, particu-
larly in “managing” care to “maintain health,” there 
is reduced need for and use of more expensive care 
and treatment. There are several strategies MCOs 
can use to achieve these ends. 

1. One strategy is through managing care to better maintain health and therefore prevent the occur-
rence or re-occurrence of illness, injury, or acute episodes requiring medical intervention. This is 
often done through additional care coordination or case management, particularly for enrollees cur-
rently experiencing high medical expenses and having chronic conditions that can give rise to acute 
episodes entailing high-cost medical services (particularly hospitalizations and emergency room use). 
The major costs within Medicaid go to providing services to persons with disabilities and others with 
complex medical and chronic conditions requiring expensive care. Managing their care to minimize 
relapses and control their conditions to prevent avoidable hospitalizations or emergency room treat-
ments can reduce overall costs, even if there are attendant costs for case management.

2. Another strategy includes negotiating lower payment rates for provided services and reducing, 
through prior authorizations or limits on the units of service provided or other means, provision of 
unnecessary, duplicative, or ineffective services. These also are the primary ways direct, fee-for-ser-
vice Medicaid systems seek to contain costs.

3. A third approach is offering incentives (or sanctions) to direct are providers to find ways to better 
address their patients’ health needs. This can include per member per month (PMPM) payments for 
care coordination or case management services designed directly to either better maintain health or 
reduce overutilization of services or incentives (pay for performance bonuses or increased payments 
or even shared savings) for achieving certain goals with respect to the patients under care.

4. The 2016 federal Medicaid managed care regulation also permits states to use arrangements with 
MCOs and managed care contracts to substitute certain services for those normally covered under 
state plans. (42 CFR §438.3(e)(2)) They might, for example, to finance home visits for new mothers 
rather than in-office mother and infant care. This flexibility to provide other types of care in lieu of 
normally covered services has promise for addressing social determinants of health, increasing em-
phasis on developmental risk, and providing more intensive care coordination. Although no MCOs 
has yet developed “in lieu of ” agreements with their states, some have expressed interest in doing so.5 

Select Approaches to Promote High Performing Medical Homes for Young Children 

Three approaches often used by MCOs/ACOs have utility in financing high performing medical homes. 
First are payments to practices on a “per member per month” (PMPM) basis or prospective capitation 
payments. A second payment approach is “pay-for-performance,” with payments tied to performance on 

Whether operating through a state fee-for-
service system or a managed care system, 
every state is in the position to define and 
establish standards for services and set 
payment levels that support and sustain high 
performing medical homes for young children.
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specified process and outcome measures. A third approach sets aside of some “shared savings” achieved 
from containing or reducing health costs to be used, generally by the MCO/ACO with oversight by the 
state contractor, in innovation and continuous improvement activities. These are often through demon-
stration projects, to seek further health improvements (again, usually for developing alternative care 
approaches that achieve the “triple aim,” and particularly the third aim of lowering per-capita health care 
costs). Currently, these approaches are used primarily with complex, chronic, and high-cost patients—
generally adults. They could, however, equally be used to promote the health and development of young 
children. They are discussed below.

PMPM or capitation payments to practices can be used to finance primary and preventive care for chil-
dren. They also can be used to finance the more intensive care coordination outlined in part three. Fi-
nancing as a case management service or as targeted case management on a fee-for-service basis has the 
benefit of providing funding at a level that is commensurate with the number of children who qualify and 
receive the service. PMPM or capitation payments provide practices with a known, predictable amount of 
funding that they can then deploy to add a care coordination staff person. This can add an additional re-
source to the practice without the practice having to establish an ongoing billing system to cover its cost. 
A practice with 800 children ages 0 to 3 that receives a PMPM payment of $8 per member per month, for 
example, will have new funding of $76,800 of a year, an amount that generally can provide for a full-time, 
on-site social worker or family specialist. That specialist’s time may be well spent and improve children’s 
health trajectories; but if there are 200 children who require such help, that staff person may only be able 
to effectively serve a portion of those in need. The investment may be sufficient to demonstrate high re-
turns-on-investment, but it also may realize only a portion of its potential in reducing health disparities.*  

Pay-for-performance payment approaches have gained popularity in recent years. In this case, regular 
payment rates or bonus/incentive payments may be tied to performance measures related to the clinical 
care process and/or outcome measures. For example, a state or MCO/ACO might pay higher rates or 
bonuses to high performing medical homes that perform well based on measures established to show 
impacts and the achievement of health goals (see part seven).

In addition, some Medicaid MCO or ACO contracts may 
seek to redirect some proportion of “shared savings” from 
successful MCO efforts — where MCOs show they have re-
duced costs for a specific population and deserve an incen-
tive or bonus for doing so — into reinvesting in new efforts 
and innovations to produce savings. MCOs retain a share of 
the savings, but rather than the rest going back to the state 
in reduced costs, some are directed to additional MCO ef-
forts to improve health care. There are a few instances where such “shared savings” may be achieved with 
a young child population, but in most instances they are achieved with adult populations. There is noth-
ing to prevent state MCO contracts from designating a portion of any “shared savings,” from whatever 
population, toward advancing young child health. Again, this is a strategy that may accelerate innovation 
and its diffusion, creating a new focus on young children. It is only an adjunct, however, to other efforts 
to define and finance high performing medical homes for young children both in the state Medicaid plan 
and direct fee-for-service payment systems and within managed care contractual provisions.

* The young child population includes a significant proportion of children with presenting health conditions that can benefit 
from earlier detection and treatment, but it also includes a larger population of children, whether or not they have diagnoses, 
who have risks and conditions which, if they do not change, will result in future health problems.

To date, 39 states have incorporated 
MCOs into their Medicaid programs.
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Value-Based and Performance-Based Purchasing for Children

Medicaid financing is complex, and it is made more complex by the fact that Medicaid not only covers 
children, but also low-income adults ages 19-64, persons with disabilities, and seniors age 65 and older 
with varying needs. This means that many individuals with complex medical and chronic conditions in-
volving a wide range of treatments and very high costs, particularly seniors and persons with disabilities, 
are a focus of Medicaid fiscal strategies. Many of the new and alternative payment models are focused on 
persons with chronic conditions and complex and high-cost medical needs, particularly those related to 
“value-based” and performance-based payment approaches. The ACO model, pushing provider networks 
beyond traditional MCOs, is designed to promote care integration and provide financial incentives (e.g., 
shared savings) for improved outcomes.

As they seek to develop alternative strategies and care and treatment options to meet patient health care 
needs with lower medical costs and involvement, states and contracting MCOs/ACOs generally focus on 
high-cost and medically complex populations†, and not on children with health care needs and costs in 
the normal range.6 When it comes to children, a much larger share of Medicaid expenditures are for pri-
mary care services and relatively low-cost ambulatory treatment services for childhood illness and injury. 

However, since high-value health care is generally 
defined as that which produces the best outcomes 
at the lowest costs, people with medically complex 
conditions and high costs should not be the only fo-
cus. As described by Bailit in one of the first analyses 
of value-based care from a child health perspective, 
“The profound difference in health care objectives 
and services for children and adults and the strong 
link between childhood experiences and adult health 
and health care costs has not been recognized in the 
design and implementation of value-based payment 
models.”7 

The seminal work on value-based payments emphasized that “value” must not be measured in terms of 
equivalent or better quality of care and population-based outcomes and reduced or contained per-capita 
costs of care.).8 Still, much of the focus in payment systems innovations based on providing “value-based” 
care (paying for outcomes and not services) has been on achieving immediate cost containment or reduc-
tions. If further efforts in this field are to realize their potential with young children, they must emphasize 
that paying for value includes the value of long-term health benefits for young children apart from any 
immediate cost offsets to medical services.9 

Managed Care Contracts and High Performing Medical Homes for Young Children 

As discussed above, most children covered by Medicaid receive services under state contracts with 
MCOs, with the contract providing state requirements and payment structures for the MCO. The MCO 
then contracts with providers to deliver services. Whether or not they are delineated specifically in the 
contracts, children must receive the EPSDT benefit and its full range of services. Medicaid also requires 
patient choice (e.g. more than one managed care plan, unless states secure a waiver for their contracting) 

† The most commonly referenced opportunities for shared savings are reducing emergency room visits and hospitalizations 
with better management of conditions for children with asthma or high levels of medically complexity.

Since high-value health care is generally 
defined as that which produces the best 
outcomes at the lowest costs, people with 
medically complex conditions and high costs 
should not be the only focus. 
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and a network of service providers capable of meeting the service needs of the covered population.

Most current state Medicaid contracts with MCOs provide incentives to contain or reduce health care 
costs—through capitated payment rates, performance-based (or value-based) payments, or rate negoti-
ations with service providers and prior authorizations for or limitations on services (to reduce overuse 
of services). MCOs also can in turn create incentives to providers. These relationships are illustrated in 
Figure 13.

Increasingly state contracts with MCOs are based upon a capitation rate for at least some services and 
populations, based on historical use and cost for the population being served. Depending on how the 
contract is structured, the MCO assumes some or all financial risk if its payments exceed the capitat-
ed payment — and the MCO retains at least a part (shared savings) of the amount below that capitated 
level. Federal law allows states to provide up to 5 percent above the capitated rate for incentive payments, 
which can be used to reward plans for meeting specified outcomes and priorities. Managed care contracts 
often offer greater flexibility in providing alternative services than is allowable under direct fee-for-ser-
vice payment systems.

With respect to high performing medical homes for young children, the state Medicaid contract with the 
MCO requires specific state direction for advancing high performing medical homes and state oversight 
for doing so, as shown in Figure 13. 

Medicaid Contract Language to Ensure Coverage under EPSDT  

As discussed above, in managed care and accountable care arrangements, the state must establish con-
tracts that specify the scope of services covered, the diagnoses, and authorizations required to cover the 
services, the duration and intensity of the services eligible for payment, the documentation required to 
receive payment, payment rates, and terms for any incentives based on performance or quality. Thus, 
state Medicaid managed care contracts must specify and provide financial incentives for the MCOs/
ACOs to increase the proportion of children who are provided primary, preventive, and developmental 
services under a high performing medical home.

Today, most Medicaid managed care contracts set out requirements for securing an adequate number of 
providers of care, providing core covered services in the Medicaid plan, and reiterating the requirements 
under EPSDT for children. Often, they do not go much further in setting expectations and requirements 
for child health, and particularly for primary and preventive health services for young children. 

This starts with Medicaid managed care contracts 
distinguishing the financing of primary and devel-
opmental services for young children from other 
parts of the managed care contract and developing 
financial incentives to MCOs to increase their 
expenditures/investments in such care, not reduce 
or contain them. State contracts with MCOs also 
should specify performance and reimbursement 
terms for high performing medical homes for 
young children, as well as additional services. 
As described in part two of this sourcebook, this 

State Medicaid managed care contracts 
must specify and provide financial incentives 

for MCOs/ACOs to increase the proportion 
of children who are provided primary, 

preventive, and developmental services. 
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Figure 16. State, Managed Care Organization, and Provider Relationships in Contracting

would include well-child visits that identify and respond to early childhood developmental, behavioral, 
and social determinants of health and offer some level of care coordination to address them. Key ele-
ments to address in MCO contracts include:

• Performance goals and incentives for increasing the proportion of well-child visits, which meet the 
Bright Futures guidelines in terms of content and timing. 

• Definitions for high performing medical homes for young children, with performance expectations 
and measures.

• For designated high performing medical homes, structuring of payments and incentives to cover the 
cost of augmented well-child visits, additional screening, practice staff focused on development, and/
or intensive care coordination. This may be built into the managed care contract as part of or beyond 
the capitated payment for other services.

• Measures and quality improvement/performance improvement projects designed to increase the 
quality of well-child visits and the availability of high performing medical homes. 

• Opportunities for MCOs to use a portion of shared savings from other efforts that reduce Medicaid 
costs to make further investments in primary practices engaged in providing enhanced well-child 
care and to advance other strategies to improve healthy development for the young child population. 

• Language specifying that “medical necessity” is defined for young children to include preventing, 
ameliorating, and addressing risks and conditions related to child development. Based on individual 
determinations of medical necessity, this might include services such as developmental interventions, 
parent support programs, parent-child dyadic mental health therapy, and other early childhood men-
tal health interventions.

Contract purchasing specifications proposed by the George Washington University describe consider-
ations in making coverage and medical necessity determinations about treatment under EPSDT.10 11 The 
model purchasing specifications were designed to guide Medicaid agencies in developing strong and 



95

effective contracts under managed care arrangements. They suggest that in making a coverage determina-
tion, Medicaid managed care contracts should require contractors to consider the following evidence and 
information, if offered on behalf of the enrolled child:

• Recommendations of the provider treating the enrolled child for whom the coverage determination 
must be made;

• Clinical evidence of the health status and needs of the child;

• Evidence and information that is provided by the child or child’s family or caregiver;

• Opinions of medical, dental and other health care practitioners who are experienced in the treatment 
of children with similar mental or physical illnesses or conditions;

• Professional standards of medical, dental and other health care practice related to the care of children, 
as reflected in: 1) scientific literature published in peer-reviewed journals; 2) the results of clinical tri-
als relevant to pediatric care; 3) government-sponsored studies; 4) professional consensus statements; 
and 5) other sources of valid and reliable evidence regarding the pediatric standard of care;

• Opinions of, and evidence supplied by, qualified individuals who are involved in the care of the en-
rolled child and who are affiliated with publicly-supported agencies, programs, or providers deliver-
ing health services to children residing in contractor’s service area; and

• Provisions of an Individualized Education Program (IEP) or an Individualized Family Services Plan 
(IFSP) under the Individuals with Disabilities Education Act (IDEA).

Consistent with the purposes and design of the EPSDT benefit for children, the model purchasing spec-
ifications also recommend that state Medicaid managed care contracts specify that the contractor shall 
not deny, terminate, reduce or exclude coverage in part or in whole of an item or service covered for an 
enrolled child because the item or service sought is: 1) required to treat a condition rather than an illness 
or injury; 2) not expected to result in the restoration or achievement of normal functioning; 3) experi-
mental, unless the service is available only through a clinical trial, or is not a generally accepted practice 
or procedure among pediatric specialists; 4) identified in a plan of care developed by another public 
agency, in an IEP or IFSP, or provided in a school setting; or 5) mandatory because of a failure of the 
family or caregiver of the enrolled child to ensure that the child has complied with a recommendation or 
prescription of the child’s treating provider.

Medicaid Administrative Claiming 

In addition to financing services to eligible recipients, Medicaid also provides federal matching funds 
(i.e. federal financial participation-FFP) for certain administrative activities related to Medicaid.12 This 
includes field staff time in eligibility determinations, outreach, claims processing, reporting and docu-
mentation, and overseeing contracts, including managed care. Most administrative claiming is not at the 
states’ FFP rate for medical care (which varies for states between a 50 percent and 70+ percent federal 
match, based on a formula that reflects the state economy) (42 CFR 1007.19) but at a 50-50 federal-state 
matching rate. (42 CFR 433.15(b)(7)). For a few activities, matching is 75-25 federal-state. (See 42 CFR 
433.15(b)(1)-(6) for higher matching rates). 

Medicaid administrative claiming can be used for implementing new Medicaid operational approaches, 
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training and supporting practitioners in their use, and establishing the infrastructure necessary for ser-
vice providers to operate.13 It is mandatory to cover primary, preventive, and developmental services as 
medical services and not under administrative claiming, but there are some features that can be financed 
best through administrative claiming (e.g. monitoring the effective implementation of policy, training 
providers in Medicaid-specific knowledge and skills, and data and information systems). This includes 
training and supporting practices in converting to becoming high-performing medical homes and de-
veloping the reporting and management capacities to do so. It also includes the work in identifying and 
training and supporting other community service providers so medical homes make effective referrals to 
services available in the community. For example, this might involve training for case managers, individ-
uals who develop and coordinate person-centered care planning, and primary care practitioners. (Costs 
incurred by providers to meet continuing education and advanced professional training requirements 
cannot be claimed as a Medicaid administrative spending.) 

Notably, administrative claiming may not include: 
funding for a portion of general public health initia-
tives that are made available to all persons, such as 
public health education campaigns, the overhead costs 
of operating a provider facility, duplicate payment for 
activities that are already being offered or should be 
provided by other entities or paid through other pro-
grams, and/or supplantation of funding obligations 
from other federal sources. Best practices for admin-
istrative claiming through contracting include: strong 
memoranda of understanding between agencies, clear 
documentation of services provided, and justification 
as being “proper and efficient” for the state’s adminis-
tration of its Medicaid state plan. (Section 1903(a)(7))

State Title V Maternal and Child Health Block Grant programs often are able to provide or contract for 
administrative services related to children in Medicaid (e.g., related provider training, system coordi-
nation, measurement) and to bill for administrative costs. A number of states have developed specific 
contracts with their Title V agencies and/or other community entities to engage in such activities. Federal 
law requires interagency agreements (typically memoranda of understanding) between Medicaid and 
Title V programs, particularly to ensure proper administration of the EPSDT benefit. Administrative 
claiming is one element states may include in such agreements.

To move to the pediatric standard of care 
defined in Bright Futures will require states 
to develop Medicaid reimbursement 
systems, supported by clear and strong 
service definitions, billing codes, service 
provider guidelines, contracts, and 
measurement approaches. 
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Measuring Performance and Progress toward High 
Performing Medical Homes and Better Outcomes

K. Johnson and C. Bruner. A Sourcebook on Medicaid’s Role in Early Childhood: Advancing High Performing Medical Homes and 
Improving Lifelong Health. Child and Family Policy Center. October 2018. 
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Part Seven / Key Takeaway Messages

• States have responsibility for reporting EPSDT performance, particularly on the use of medical and den-
tal preventive visits. Most states have not reached the 80 percent performance goal for all children or for 
young children. States have opportunities to improve EPSDT performance and the quality of data used 
to monitor performance.

• The CMS has defined a core child set of measures for Medicaid and CHIP that focus primarily on mon-
itoring quality using key indicators of the care process. Even though all states will be required to report 
quality measures in the child core set beginning in FFY 2024, many states do not yet report on all of 
the measures. In 2018, 11 of the 26 measures relate to young children (0-5). A substantial proportion of 
states are performing below the national average in terms of well-child visits in the first 15 months of life 
and annual visits in the third, fourth, fifth, and sixth year of life.

• A set of measures specifically designed to monitor high performing medical homes for young children 
is suggested in this sourcebook. These can be used under fee-for-service, managed care, or other financ-
ing arrangements for identifying and incentivizing such performance. The measures build on the CMS 
child core set, with additional measures that relate specifically to the performance of medical homes for 
children in Medicaid and CHIP.

• States have an opportunity to advance measure alignment and shared accountability across health and 
related programs. For example, creating a common, shared set of early childhood measures across 
Medicaid, Medicaid managed care, Title V Maternal Child Health Block Grant, and federal home vis-
iting programs might help to drive program performance and practice quality improvement, as well as 
improved outcomes, for young children and their families.

• States also need to have monitoring systems that go beyond examining a core set of measures collected 
for all enrollees and encounters to more detailed reviews of a representative sample of cases (e.g. chart 
reviews) that determine that services receiving reimbursement are meeting the standards set for them as 
high performing medical homes.

Measuring EPSDT Program Performance (416 Data)

Measuring program performance is a central activity in Medicaid, CHIP, and most other federal pro-
grams. CMS collects information from state Medicaid and CHIP programs through an annual EPSDT 
report using Form CMS-416.1 The resulting data are often referred to as 416 data. These data represent 
the most complete source of information available on the provision of primary services to children under 
Medicaid and do so in a manner that looks specifically at Medicaid enrollment and provision of services 
by child age.

States must report the following 416 data to CMS on an annual basis: 1) number of children provided 
child health screening service (i.e., well-child visits provided according to a state’s EPSDT periodici-
ty schedule), 2) number of children referred for corrective treatment, 3) number of children receiving 
dental services, and 4) state results in attaining goals set under section 1905(r) of the Social Security Act. 
(The goal to screen 80 percent of eligible children was enacted in 1989.) Other information is collected 
on the Form CMS-416, including: the total unduplicated number of children under age 21 enrolled in 
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Medicaid or CHIP Medicaid expansion by child age, the periodic visit schedule, and the number en-
rolled in managed care. Overall, CMS-416 collects 10 types of data (see text box), with additional detail 
on certain topics such as dental services. Notably, states do not have to report on the CMS-416 regarding 
general developmental screens or the required separate vision and hearing screenings. Data are reported 
for seven hild age groups (i.e. infants under 1 year, toddlers 1-2 years, preschoolers 3-5 years, school-age 
children 6-9 years, early adolescents 10-14 years, adolescents 15-18 years, and youth 19-20 years). These 
data must include services reimbursed directly by the state under fee-for-service and those financed 
through managed care or other payment arrangements.

To understand program performance, two distinct summary rates are reported. The 416 data report 
includes a “screening ratio” that reflects the number who received an EPSDT well-child screening visit 
adjusted for the expected number of visits, based on months of enrollment and periodicity schedule. The 
report also includes a “participation ratio” that reflects the total number of eligible children who received 
at least one EPSDT well-child screening visit during the year. These vary by state, with the screening ratio 
more likely to be high for children ages 0-5. Since the periodicity schedule varies from state to state and 
the screening ratio is adjusted to reflect expected visits based on the periodicity schedule, cross-state 
comparisons are less meaningful.

Many have raised concerns over the past 30 years about 
the quality of the information reported on EPSDT Form 
416, particularly the data on referrals. Concerns have in-
cluded inconsistencies with data reporting, data inaccura-
cies, and limited data collection.2 At the same time, many 
states have improved the collection and timely reporting 
of these data3 4 5 and CMS has implemented procedures 
to improve data quality in recent years. Every state has an 
opportunity to further improve and use these data. For ex-
ample, conducting record reviews, improving reports from 
managed care organizations, providing augmented pro-
vider guidance or education, and providing incentives have been used to improve the rates of completed 
well-child visits and reporting about such visits.6  

Despite an increase in participation between 2006 and 2013, the data indicate persistent underutiliza-
tion and/or underreporting of EPSDT well-child visits. Most states did not meet the national goal for 
80 percent participation for years between 2006 and 2013.7 The national participation ratio for all ages 
improved from 56 percent in 2006 to 63 percent in 2013 but was back to 58 percent in FFY 2015 and FFY 
2016.8 

These data also can help us understand variations in state performance. The map in Figure 7 (see part 
one) offers an example of EPSDT participation ratio data by state for toddlers ages 1 and 2. The map 
shows that for this age group only 20 states met or exceeded the 80 percent EPSDT performance standard 
on this measure. The nation fell short of the performance goal, with only 77 percent of toddlers enrolled 
in Medicaid having even one reported EPSDT well-child visit in FFY 2016.

Continuing to collect and improve EPSDT program data is important, despite the introduction of other 
quality-oriented measurement sets. EPSDT 416 data report on how many children of what ages partici-
pated in Medicaid, how many preventive well-child visits were financed by Medicaid, states’ schedules for 
visits, and whether children are receiving any or an appropriate number of visits. They indicate whether 

Data from Form CMS-416 represent 
the most complete source of 

information on the provision of primary 
services to children under Medicaid. 
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Table 6. Medicaid/CHIP Core Set of Children’s Health Care Quality Measures for (Child Core Set) 2018

Measure 
Steward

Measure Topic (Italics indicate measure related to health of young children prenatal to 5)

Domain 1: Primary Care Access and Preventive Care
NCQA Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents – Body Mass 

Index Assessment for Children/Adolescents (WCC-CH)
NCQA Chlamydia Screening in Women Ages 16-20 (CHL-CH)
NCQA Childhood Immunization Status (CIS-CH)
CMS Screening for Depression and Follow-Up Plan: Ages 12-17 (CDF-CH)*
NCQA Well-Child Visits in the First 15 Months of Life (W15-CH)
NCQA Immunizations for Adolescents (IMA-CH)
OHSU Developmental Screening in the First Three Years of Life (DEV-CH)
NCQA Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34-CH)
NCQA Adolescent Well-Care Visits (AWC-CH)
NCQA Children and Adolescents’ Access to Primary Care Practitioners (CAP-CH)
Domain 2: Maternal and Perinatal Health
CDC Pediatric Central Line-Associated Bloodstream Infections (CLABSI-CH)
TJC PC-02: Cesarean Birth (PC02-CH)
CDC Audiological Diagnosis No Later Than 3 Months of Age (AUD-CH)
CDC Live Births Weighing Less Than 2,500 Grams (LBW-CH)
NCQA Prenatal and Postpartum Care: Timeliness of Prenatal Care (PPC-CH)
OPA Contraceptive Care — Postpartum Women Ages 15-20 (CCP-CH)
OPA Contraceptive Care — All Women Ages 15-20 (CCW-CH)*
Domain 3: Care of Acute and Chronic Conditions
NCQA Asthma Medication Ratio: Ages 5-18 (AMR-CH)*
NCQA Ambulatory Care: Emergency Department (ED) Visits (AMB-CH)
Domain 4: Behavioral Health Care
NCQA Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity Disorder (ADHD) Medication 

(ADD-CH)

NCQA Follow-Up After Hospitalization for Mental Illness: Ages 6-20 (FUH-CH)
NCQA Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP-CH)
NCQA Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC-CH)

Domain 5: Dental and Oral Health Services
DQA (ADA) Dental Sealants for 6-9 Year-Old Children at Elevated Caries Risk (SEAL-CH)
CMS Percentage of Eligible Who Received Preventive Dental Services (PDENT-CH)
Domain 6: Experience of Care
NCQA Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Health Plan Survey 5.0H — Child 

Version Including Medicaid and Children with Chronic Conditions Supple-mental Items (CPC-CH)

2018 Updates to the Child and Adult Core Health Care Quality Measurement Sets available at https://www.medicaid.gov/federal-poli-
cy-guidance/downloads/cib111417.pdf.
* Measure was added to the 2018 Child Core Set. 
CDC = Centers for Disease Control and Prevention; CHIP = Children’s Health Insurance Program; CMS = Centers for Medicare & Medic-
aid Services; DQA (ADA) = Dental Quality Alliance (American Dental Association); NCQA = National Committee for Quality Assurance; 
NQF = National Quality Forum; OHSU = Oregon Health and Science University; OPA = U.S. Office of Population Affairs; TJC = The Joint 
Commission.
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states are meeting the national goal for 80 percent participation. If better and more complete data were 
collected and reported by states, the 416 reports also could help to monitor referrals and managed care 
enrollment.

Several actions are recommended to improve state collection and reporting of EPSDT 416 data. First, 416 
data reporting should continue as a requirement. Second, through combined federal and state action, 
record reviews for a sample of children should be conducted to evaluate data quality. One key opportu-
nity is to begin by sampling with young children ages 0 to 3 years for whom more frequent preventive 
visits are recommended. Third, CMS established the Technical Assistance and Analytic Support Program 
to support states’ child health care quality measurement and improvement efforts, and this or a similar 
mechanism should be used to support states’ efforts to improve 416 data reporting.

Measuring Quality in Medicaid and CHIP

Quality improvement and measurement activities can accelerate practice change, focus on priorities, and 
monitor improvement in outcomes. States such as Oregon and Minnesota have demonstrated the role of 
quality improvement and measurement activities for in-
creasing developmental screening rates. In a child health 
system in Cincinnati, adopting a pediatric primary care 
service bundle and using quality improvement approach-
es led to significant improvements in practice — from 
58 percent to 92 percent of visits where the full bundle 
of preventive services was received for patients 0 to 14 
months of age, with sustained improvement for over 1 
year.9 As discussed in part one, much remains to be done 
to ensure a high performing medical home and quality 
care for young children in Medicaid. 

Quality improvement begins with setting goals and defining measures. The Children’s Health Insurance 
Program Reauthorization Act of 2009 (CHIPRA) required the U.S. Department of Health and Human 
Services to identify and publish a core measure set of children’s health care quality measures for volun-
tary use by state Medicaid and CHIP programs. As a result, a core set of health care quality measures 
for children in Medicaid and CHIP (referred to as the Child Core Set) were established in 2010 to guide 
federal and state efforts to collect, report, and use a standardized set of measures to improve the quality 
of care provided to children covered by Medicaid and CHIP. As shown below, in 2018 the Child Core Set 
has 26 measures which address six domains of care. A majority (11) of the measures are relevant to the 
health of young children (0-5). 

Figure 8 (see overview) maps the variation in states’ performance on the Medicaid-CHIP child core 
measure for preventive visits among infants and toddlers—the percentage of children receiving six or 
more visits by 15 months. The national median for this measure was 61 percent, and states’ performance 
ranged from 29 to 83 percent. Ensuring that children receive well-child visits according to the recom-
mended schedule represents minimum performance for the pediatric medical home. These data point 
to an opportunity to increase the performance of medical homes for young children, with state agencies 
implementing Medicaid and CHIP playing a central role in financing, incentivizing, and contracting to 
support improvements. 

Quality improvement and measurement 
activities can accelerate practice 

change, focus on priorities, and monitor 
improvement in outcomes.
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Table 7. Alignment of Select Measures for Monitoring Child Health Prenatal to 5 Years

Core Set of 
Child Health 
Measures for 
Medicaid and 

CHIP

Health care 
Effectiveness 

Data and 
Information 
Set (HEDIS)

Title V 
MCH Grant 

National 
Measures

Maternal, 
Infant, 

and Early 
Childhood 

Home 
Visiting 

(MIECHV)

Preterm birth
Low  

birthweight
✓ ✓

Prenatal care visits ✓ ✓ ✓

Postpartum care visits ✓ ✓ ✓

Postpartum contraceptive care ✓

Breastfeeding ✓ ✓

Maternal depression screening and follow up
Behavioral 

health 
assessment

✓ ✓

Well-child visits first 15 months ✓ ✓ Medical home ✓

Well-child visits 3, 4, 5 and 6 years ✓ ✓ Medical home ✓

Immunization status ✓ ✓ ✓

Access to primary care ✓ ✓ Medical home

Developmental screening ✓ ✓ ✓

Lead screening ✓

Preventive dental visit ✓ ✓ ✓

Safe sleep ✓ ✓

Tobacco use/cessation Adult set ✓ ✓ ✓

Child injury ✓ ✓

Emergency visits ✓ ✓ ✓

Weight assessment and counseling ✓ ✓ ✓

Children with special health care need (CSHCN) ✓

Experience of care (children and CSHCN) - CAHPS® 5.0H
Insurance coverage (assumed) (assumed) ✓ ✓

Sources:
• Medicaid-CHIP: https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/child-core-set/index.html  Child health quality core 

measurement set for 2018. https://www.medicaid.gov/medicaid/quality-of-care/downloads/performance-measurement/2018-child-core-set.pdf   Materni-
ty/perinatal core measurement set:  https://www.medicaid.gov/medicaid/quality-of-care/downloads/performance-measurement/2018-maternity-core-set.
pdf

• Health Plan Employer Data and Information Set (HEDIS): https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/chtoolbx/
measures/measure4.html  Aligned with HEDIS measures from standard set HEDIS 2018. http://www.ncqa.org/hedis-quality-measurement/hedis-mea-
sures/hedis-2018  

• Title V Maternal and Child Health Block Grant program: https://mchb.tvisdata.hrsa.gov/PrioritiesAndMeasures/NationalPerformanceMeasures 
• Maternal, Infant, and Early Childhood Home Visiting (MIECHV) program: https://mchb.hrsa.gov/maternal-child-health-initiatives/home-visiting/

home-visiting-program-technical-assistance/performance-reporting-and-evaluation-resources
• Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Health Plan Survey 5.0H — Child Version Including Medicaid and Children 

with Chronic Conditions Supplemental Items (CPC-CH)  http://www.ncqa.org/hedis-quality-measurement/data-reporting-services/cahps-5-0-survey/
cahps-5-0h-survey   Also see: https://www.medicaid.gov/medicaid/quality-of-care/downloads/cahpsbrief.pdf  And CAHPS set for Children with Chronic 
Conditions https://www.ahrq.gov/cahps/surveys-guidance/item-sets/children-chronic/index.html   
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States vary in their reporting on specific measures. Since the release of the Child Core Set in 2010, an 
increasing number of states are reporting data to CMS. For FFY 2016, all 50 states voluntarily reported 
at least one Child Core Set measure, with 45 reporting at least half of the measures.10 Some states have 
found greater success with reporting on the Medicaid/CHIP core measures. State strategies associated 
with quality measure reporting and performance include: contractual requirements and technical assis-
tance to Medicaid health plans; public reporting on health plan performance; incentives tied to health 
plan performance; NCQA accreditation requirements for health plans, and working closely with health 
plans to avoid the need for corrective action.11 Filling the gap between Medicaid/CHIP core measures 
and the HEDIS measures has been a challenge in some states. Many states also have challenges reporting 
on the fee-for-service Medicaid populations or services. 

Notably, as part of 2018 federal law changes in the ACCESS Act, states will be required to report on all 
of the Child Core Set measures beginning in FFY2024.12 With nationwide reporting, it will be easier for 
state agencies and child advocates to monitor Medicaid and CHIP program quality and identify areas for 
improvement.

Measuring Quality and Performance of Pediatric Medical Homes for Young Children in Medicaid

State Medicaid agencies increasingly emphasize 
accountability, quality, and outcomes. Table 2 in 
part one of this sourcebook provides a set of mea-
sures that can be used to monitor the performance 
of pediatric medical homes for young children in 
Medicaid. The suggested measures combine key 
early childhood measures from the CMS child core 
set which may already be routinely collected. In ad-
dition, Table 4 (in part two) suggests measures that 
may require new data collection, including medical 
records review or other approaches. For example, 
despite the CMS child core set already containing a measure for developmental screening, additional 
information would need to be collected to monitor use of the CSHCN validated screening tool, emerging 
SDOH screening tools, and use of pre-visit tools such as the Well-Visit Planner. 

In addition, this sourcebook has emphasized the importance of screening for and responding to social 
determinants of health (household materials well-being, parental physical and psychological well-be-
ing, family social well-being, and parent-child relational well-being). There is not yet a widely adopted 
tool for screening for social determinants, but a Technical Working Group for the Child and Adolescent 
Health Measurement Initiative has developed an initial screening tool for use and adaptation, based on 
a review of current methods in use.13 States can advance such screening for social determinants of health 
by providing coverage while setting parameters on what should be included in those screenings.

Measurement to Promote Shared Accountability

Use of quality and performance measures also can be part of shared accountability across services and 
systems. Table 6 shows the alignment across four important national measurement sets, including those 
measures related to prenatal, infant, and early childhood health as defined in the: 1) Medicaid-CHIP 

State Medicaid agencies increasingly 
emphasize accountability, quality, and 

outcomes. This sourcebook provides a set of 
measures that can be used to monitor the 
performance of pediatric medical homes.



106

child core measurement set, 2) Health Care Effectiveness Data and Information Set (HEDIS), 3) Title V 
Maternal and Child Health Services (MCH) Block Grant national performance and outcome measures, 
and 4) Maternal, Infant, and Early Childhood Home Visiting Program (MIECHV). Most of these mea-
surement topics are represented in the Medicaid/CHIP child core measure set defined by CMS for use by 
states, plans, and providers. Half of the topics are part of HEDIS, which is used by more than 90 percent 
of America’s commercial and Medicaid health plans to measure performance. Most of these measurement 
topics are among the Title V Maternal and Child Health Block Grant national performance measures and 
national outcome measures. In addition, many of the topics related to health prenatal to 5 are among the 
national MIECHV performance measures for home visiting programs. 

These topics also are reflected in various other mater-
nal and child health measurement sets. Many addi-
tional clinical quality and performance measures can 
be found in the Pediatric Quality Measures Program 
(PQMR) at the Agency for Healthcare Research and 
Quality14 15 and the Patient Reported Outcomes Mea-
surement Information System (PROMIS) launched by 
the National Institutes of Health. The PQMP program 
authority extended and funding levels increased 
through FFY 2027 under the HEALTHY KIDS and 
ACCESS Acts. For more information on these and 
other child health measures, visit the Maternal and 

Child Health Measurement Research Network portal and compendium of measures at http://www.child-
healthdata.org/browse/mchmeasurement.  

States have an opportunity to define a set of early childhood health measures, for which data can be 
collected and used to monitor the performance in primary care, home visiting, and other early childhood 
programs. Whether looking at results across systems of care or increasing shared accountability of pro-
grams, the measurement topics shown in Table 6 are a suggested place to begin. 

States have an opportunity to define a set of 
early childhood health measures, for which 
data can be collected and used to monitor 
the performance in primary care, home 
visiting, and other early childhood programs.
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Appendix A. Medicaid Enrollment and Spending Data by State

Multiple sources of information exist regarding Medicaid and CHIP coverage of children. Data are avail-
able regarding eligibility, enrollment, utilization, and expenditures for that coverage, as well as for the 
extent to which children are insured. Each source of information adds to the overall picture, but they do 
not always align. Only multiple data sources help to answer the key questions, including: 1) what propor-
tion of children have health coverage or are uninsured and what is the role of Medicaid/CHIP; 2) what 
proportion of children are covered by Medicaid (and CHIP); 3) what proportion of Medicaid beneficia-
ries are children and what is their share of expenditures; and 4) what are the utilization patterns for chil-
dren with Medicaid/CHIP coverage? For each of these questions, variations by state, child age, and child 
health status (e.g., children with special health care needs) are important and relevant to this sourcebook.

Overall Health Coverage. For the question of the current coverage of children by type of health cover-
age (including being uninsured), there are several sources to provide information, based upon reports by 
adults in the household on the coverage of children. These include:

• The American Community Survey (ACS) conducted by the Census Bureau which provides annual 
estimates for states and counties and cities and five-year rolling averages at the census tract level. 

• The National Health Insurance Survey (NHIS) conducted by the National Center for Health Statistics, 
Center for Disease Control and Prevention, US HHS, which provides estimates of insurance, health 
status, service utilization, and other factors.

• The National Survey of Children’s Health (NSCH) conducted by the Census Bureau with sponsorship 
of the Maternal and Child Health Bureau, Health Resources and Services Administration, US HHS 
(most recently in 2016), which provides additional survey information and searchable data broken 
down by child age (e.g 0-5, 6-11, and 12-17), poverty status, and other demographic factors.

These provide information using slightly different questions (e.g., the National Health Insurance Survey 
is explicit about including CHIP as well as Medicaid in its questions), but generally show the number and 
percentage of children by private employer-sponsored, private other, Medicaid, other government (in-
cluding CHAMPUS) coverage, and no coverage – over the course of a year. All provide some state-level 
information, although the sample size for the NSCH and NHIS is much smaller than that for the Ameri-
can Community Survey and subject to larger estimation errors, particularly when there is further disag-
gregation by age, income or disability.

Overall, these data tend to show about 40 to 45 percent of the child population being covered by Medic-
aid (or CHIP for NHIS), with a higher proportion of younger children and children with special health 
care needs or disabilities being covered. These data are particularly important for trend analysis and illus-
trating the shifts in types of health coverage for children over time, as shown in Figure 2 of this source-
book, based on NHIS data.

Children and Medicaid Coverage and Expenditures. The Center for Medicare and Medicaid Services 
(CMS) requires states to report on both the number of individuals covered under Medicaid and the 
Medicaid expenditures. They are required to do so by enrollment group (children, adults, persons with 
disabilities, and the elderly). Additionally, the enrollment data is reported on both a monthly (point-in-
time) and annual (ever during the year) basis. Some reports also include the CHIP population and break 
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down that population by those CHIP recipients enrolled in Medicaid (Medicaid-CHIP expansion) and 
those enrolled in a private or other type of plan. States are also required to submit CMS 416 data, which 
includes information on EPSDT enrollment and use of well-child visits services, with that data broken 
down further by age categories. These data are generally the best source for getting detailed information 
about the young child population (categories 0-1, 1-2, 3-4, etc.) in Medicaid.

There are several complicating factors in looking at various reports from CMS. First, children may be 
enrolled and counted in the “child” category or may be enrolled and counted under the disability catego-
ry (particularly when they are SSI-eligible). Few datasets and reports capture all children, including both 
disability and child enrollment category. Second, reports adopt different age designations for what con-
stitutes a child, some going only up to age 18 some going further, up to age 21 (the CMS 416 data provide 
this information), and some opting to go even higher for youth graduating from the foster care system. 
Third, some CMS information includes CHIP enrollment as well as Medicaid, but most does not. This 
is particularly true for those that have age breakdowns. Finally, some data represent whether a child was 
covered at any time during the year, while other sources identify only whether the child was covered at 
the point in time data were collected.

When comparing the Medicaid (or Medicaid and CHIP) enrollment data with the state population of 
children ages 0-17, the result shows a much higher percentage of the child population covered by Med-
icaid than do data from ACS, NSCH, or NHIS. Parental/adult reporting under-represents Medicaid or 
CHIP coverage. Moreover, enrollment does not necessarily mean active use, although young children are 
much more likely to use services.

When looking at 416 data or other CMS data, the point in time enrollment in Medicaid is above 50 
percent for all children 0-17 overall, substantially higher for young children for a point-in-time estimate, 
and much higher for coverage at any time during a year. The value of other CMS data is in its ability to 
compare Medicaid use and expenditures by Medicaid enrollment categories and provide overall and per 
enrollee spending estimates.

Young Children. State 416 data reported to CMS indicate that 60 percent of children 0-3 and 56 percent 
of children 3-5—a total of 13.8 million young children 0-5—were enrolled in Medicaid some time during 
FFY2016. MACPAC reports from CMS data suggest that two-thirds of young children are covered at 
some time during the year under Medicaid and CHIP.

The value of the 416 data, in particular, is in providing information on breakdown by child age and on 
primary and preventive care visits. The age breakouts of 0-1 and 1-2 cover the 0-3 population, as well as 
population 0-5. These data also can show that, despite federal mandates, not all infants 0-1 year had a 
whole year of coverage. 

The NSCH data allows for breakdowns by child age (0-5) and also by parental income level, child race/
ethnicity, child health status, and other information (e.g. living in an unsafe neighborhood, living with a 
mother in poor or fair mental health, etc.) that can further help describe the population served by Med-
icaid in comparison with those covered under other programs or uninsured. However, while the sample 
size of the NSCH allows for substantial disaggregation at the national level, can provide only some limit-
ed data at the state level.

Children with Special Health Care Needs. Drawing from NSCH or NHIS data, reports indicate 48 
percent of children with special health care needs are covered under Medicaid. From those data sources, 
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the rate of coverage of children with special health care needs is substantially above the rate of coverage 
of children overall. There are several reasons that the rate of coverage of children with special health 
care needs should be higher under Medicaid than for other children: 1) children receiving SSI disability 
coverage are automatically eligible for Medicaid; 2) the Family Opportunity Act enables states to cover 
children with special health care needs above current categorical eligibility levels for Medicaid and the 
medically needy program also may cover such children; and 3) the prevalence of special needs is some-
what higher among low income populations and also can affect household employment and earnings, 
with a parent more likely to spend time in the child’s caregiver role as opposed to the paid workforce.

This sourcebook concludes that more than half of all young children are covered under Medicaid and 
CHIP for a portion of any given year, and that this figure is higher for children with special health care 
needs. This group of young children with special health care needs might include, for example, those with 
hereditary disorders, children with autism, and those born at very low birthweight or extremely preterm.

Summary. Although there is no single data source for all the information about the child, and young 
child population, served by Medicaid (and CHIP), there is sufficient data to provide both trend and com-
parative data to answer the questions posed at the beginning—at both the national and state levels. 

FFY 2017 Participation and Expenditures Data for FFY 2014

Location

Unduplicated 
Number of 
Children* 

Enrolled in 
Medicaid and 

CHIP*

Unduplicated 
Number of 
Medicaid 
Enrollees 
in Child 

Category**

Percent of 
Medicaid 
Enrollees 
in Child 

Category‡

Medicaid 
Expenditures 

for Enrollees in 
Child Category

Percent of 
Medicaid 
Spending 

Accounted 
for by Chil-

dren

Medicaid 
Spending 
Per Full- 
Benefit 

Enrolled 
Child

United States 46,322,217 34,805,500 43% $89,688,187,300 19% $2,602
Alabama 820,611 623,600 50% $1,300,009,900 27% $2,083
Alaska 117,542 80,900 57% $415,448,900 29% $5,133

Arizona 1,018,142 817,500 49% $2,411,286,600 26% $2,972
Arkansas 602,852 382,700 44% $1,275,724,300 27% $3,372
California 6,867,227 4,630,400 32% $10,966,555,300 18% $2,500 
Colorado 683,948 488,200 40% $992,636,500 17% $2,026 

Connecticut 377,969 339,700 37% $1,148,251,800 16% $3,377 
Delaware 121,075 89,600 40% $340,505,700 19% $3,835 

DC 97,580 89,500 34% $397,638,800 17% $4,443 
Florida 2,835,486 2,328,300 50% $4,242,608,500 21% $1,816 
Georgia 1,553,231 1,202,600 58% $3,399,354,200 37% $2,825 
Hawaii 177,631 130,200 39% $335,574,500 17% $2,577 
Idaho 250,878 190,000 61% $422,876,700 26% $2,204 

Illinois 1,760,638 1,310,900 40% $2,762,883,400 17% $2,108 
Indiana 818,687 727,100 56% $1,559,214,900 17% $2,158 

Iowa 433,933 298,200 43% $658,414,000 16% $2,217 
Kansas 349,739 262,500 60% $698,780,300 25% $2,662 

Table A.1. Number and Percentage of Children Participating in Medicaid and CHIP
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FFY 2017 Participation and Expenditures Data for FFY 2014

Location

Unduplicated 
Number of 
Children* 

Enrolled in 
Medicaid and 

CHIP*

Unduplicated 
Number of 
Medicaid 
Enrollees 
in Child 

Category**

Percent of 
Medicaid 
Enrollees 
in Child 

Category‡

Medicaid 
Expenditures 

for Enrollees in 
Child Category

Percent of 
Medicaid 
Spending 

Accounted 
for by Chil-

dren

Medicaid 
Spending 
Per Full- 
Benefit 

Enrolled 
Child

Kentucky 642,364 478,900 38% $1,498,425,700 19% $3,123 
Louisiana 866,716 662,500 50% $1,280,962,900 20% $1,930 

Maine 169,955 130,400 36% $412,207,500 18% $3,164 
Maryland 679,779 511,900 40% $1,576,659,600 17% $3,082 

Massachusetts 775,071 490,400 25% $1,629,007,700 11% $3,508 
Michigan 1,243,479 1,123,300 44% $2,674,596,900 20% $2,405 

Minnesota 667,030 513,100 39% $1,815,085,800 18% $3,569 
Mississippi 528,044 392,700 50% $1,013,328,600 22% $2,568 
Missouri 712,678 571,300 53% $1,819,981,400 22% $3,187 
Montana 147,793 104,700 58% $328,816,200 30% $3,132 
Nebraska 223,299 165,400 59% $357,846,300 20% $2,163 
Nevada 505,839 245,400 40% $373,565,400 17% $1,520 

New Hampshire 112,626 70,700 40% $211,024,500 17% $2,984 
New Jersey 979,727 687,800 41% $1,732,103,100 15% $2,484 

New Mexico 432,841 320,000 40% $1,643,587,600 39% $5,137 
New York 2,982,154 2,303,000 35% $6,050,883,500 12% $2,653 

North Carolina 1,428,127 1,224,300 54% $2,885,527,300 24% $2,349 
North Dakota 39,925 35,900 40% $156,950,800 17% $4,366 

Ohio 1,549,162 1,235,700 41% $3,199,086,800 17% $2,591 
Oklahoma 723,497 543,500 55% $1,485,513,200 30% $2,734 

Oregon 618,437 396,600 36% $1,085,569,900 16% $2,783 
Pennsylvania 1,589,165 1,105,800 42% $3,194,863,700 14% $2,889 
Rhode Island 139,469 117,000 40% $392,723,000 17% $3,297 

South Carolina 722,901 727,200 53% $1,414,288,600 28% $1,945 
South Dakota 100,199 83,100 59% $194,170,200 25% $2,336 

Tennessee 1,023,262 773,600 51% $2,431,287,100 26% $3,145 
Texas 4,653,162 3,235,700 64% $9,596,860,600 31% $2,962 
Utah 309,246 251,300 60% $623,799,000 29% $2,483 

Vermont 79,684 67,500 32% $311,308,600 20% $4,612 
Virginia 874,467 568,500 52% $1,615,969,800 22% $2,840 

Washington 871,793 830,300 45% $1,634,931,700 17% $1,994 
West Virginia 283,189 219,200 36% $586,430,100 17% $2,538 

Wisconsin 709,711 571,900 40% $1,007,348,800 13% $1,807 
Wyoming 50,257 55,100 64% $125,711,100 23% $2,292 

Source for Federal Fiscal Year (FFY) 2017 data: MACPAC, 2017, analysis of CHIP Statistical Enrollment Data System data. Centers for 
Medicare and Medicaid Services (CMS) Table: Unduplicated number of children ever enrolled (as of February 15), http://www.medicaid.
gov/chip/downloads/fy-2016-childrens-enrollment-report.pdf.  
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Population total 
(ACS Census)

Number in 
Medicaid (ACS)

Percent of young 
children in 

Medicaid (ACS)

Number in 
Medicaid (CMS 

416)

Birth to 3 years old 12,007,000 5,040,000 42% 7,204,729
3 to 5 years old 11,891,000 4,960,000 42% 6,620,174

Table A.2. Percentage of Young Children in Medicaid, Data from ACS Census and CMS 416 for 2016

Source for Census ACS data: Table HIC-3. Health Insurance Coverage Status and Type of Coverage--Children Under 18 by Age, 2013 - 2016. 
https://www.census.gov/data/tables/time-series/demo/health-insurance/historical-series/hic.html 

Source for CMS 416 data: Centers for Medicare and Medicaid Services (CSM) Annual EPSDT Participation Report. Form CMS-416 data for 
FFY 2016 by state.

Source for Federal Fiscal Year (FFY) 2014 data: Kaiser Family Foundation estimates based on analysis of data from the 2014 Medicaid Statis-
tical Information System (MSIS) and Urban Institute estimates from CMS-64 reports.

* CHIP-funded Medicaid enrollees are included in Medicaid enrollment counts.
** Children are generally people age 18 and younger for these purposes. Children who enrolled in Medicaid in the “child” eligibility pathway.  
Does not include children who enrolled in Medicaid via the “disability” eligibility pathway.
‡Children who had coverage at any time during the year, no necessarily for the full year. The difference varied by state, ranging from 18 
percent in Alabama to 1 percent in Hawaii for FFY2014.
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Appendix B. State EPSDT Periodicity Schedules for Young Children, By State, 2016

The map in Figure 9 shows that the EPSDT participation ratio varies by state for toddlers ages 1 and 2 
and that for this age group only 20 states met or exceeded the 80 percent EPSDT performance standard 
on this measure. Notably, the periodic visit schedule also varies by state.  

To assist readers in understanding these data and states’ performance, this table shows how states’ period-
ic visit schedules vary, particularly in comparison to the standard represented in the American Academy 
of Pediatrics Bright Futures periodic visit schedule for 2017. The Bright Futures schedule recommends: 
a newborn visit at birth; six visits for infants (at ages 3-5 days, and at 1, 2, 4, 6 and 9 months); five visits 
for toddlers ages 1 and 2 (at ages 12, 15, 18, 24, and 30 months); and three visits for preschoolers ages 3, 
4, and 5. As noted in the body of the sourcebook, among 49 states and the District of Columbia in FFY 
2016, eight states did not meet the standard for infants, and 30 states did not meet the standard for tod-
dlers. All states met the standard for at least three visits among preschoolers ages 3-5 years.

< 1 Year 1-2 Years 3-5 Years
American Academy of Pe-

diatrics Bright Futures Newborn + 6 = 7 visits 5 3

Alabama 5 4 3
Alaska 6 5 3

Arizona 7 4 3
Arkansas 6 3 3
California 7 5 3
Colorado 6 4 3

Connecticut 6 5 3
Delaware 7 4 3

District of Columbia 7 5 3
Florida 7 5 3
Georgia 7 5 3
Hawaii 6 4 3
Idaho 6 5 3

Illinois 6 5 3
Indiana 7 5 3

Iowa 6 4 3
Kansas 6 5 3

Kentucky 5 4 3
Louisiana 6 4 3

Maine 7 4 4
Maryland 6 4 3

Massachusetts 6 4 3
Michigan 7 4 4

Minnesota 5 4 3
Mississippi 6 5 3
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< 1 Year 1-2 Years 3-5 Years
Missouri 5 4 3
Montana 6 5 3
Nebraska 6 5 3
Nevada 5 4 3

New Hampshire 6 4 3
New Jersey 6 4 3

New Mexico 6 4 3
New York 6 3 3

North Carolina 3 2 3
North Dakota NA NA NA

Ohio 7 5 3
Oklahoma 6 3 3

Oregon 6 5 3
Pennsylvania 6 5 3
Rhode Island 6 4 3

South Carolina 6 3 3
South Dakota 7 4 3

Tennessee 7 5 3
Texas 7 5 3
Utah 6 4 3

Vermont 7 5 3
Virginia 7 5 3

Washington 5 3 3
West Virginia 7 4 3

Wisconsin 5 4 3
Wyoming 7 4 3

Source: Johnson and Bruner analysis of CMS 416 reports for FFY 2016.
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Topic and Recommendation Cost Impact Authority
Well-Child Visits and Primary Care
Structure provider or contract guidance and 
financing for well-child visits in line with 
high performing medical home design de-
scribed in this sourcebook.

$ 

Helps to fulfill 
entitlement

Existing federal Medicaid authority.  
This encompasses many elements de-
scribed below in this chart (e.g., various 
types of screening, care coordination/
case management).

Use the American Academy of Pediatrics 
Bright Futures recommended periodic visit 
schedule for well child visits to structure 
EPSDT.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority.  
Best done in partnership with providers 
and health plans.

Use differential reimbursement for high per-
forming medical home.

$$

Helps to fulfill 
entitlement

Existing federal Medicaid authority.  
May require administrative action to de-
termine characteristic, set rates, include 
in managed care contracts, etc.

Use differential risk-based reimbursement for 
well child visits.

$$ Existing federal Medicaid authority.  
May require administrative action to de-
termine characteristic, set rates, include 
in managed care contracts, etc.

Increase provider and family knowledge of 
the role of interperiodic screening visits in 
EPSDT.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority.

Permit use of Medicaid to finance various 
approaches for augmenting pediatric prima-
ry care practice (e.g., Healthy Steps, Project 
Dulce)

$

Helps to fulfill 
entitlement

It depends, often done under existing 
authority, through managed care con-
tracts, or waivers.

Care Coordination/Case Management (CC/CM)
Increase reimbursement for “intensive” child 
health CC/CM designed to ensure effective 
linkages between health, early care and ed-
ucation, and social services. (Or design and 
use tiered case management).

$$ May be existing Medicaid authority or, 
if using targeted case management need 
a State Plan Amendment (SPA). Need to 
define characteristics of intensive case 
management. Many approaches identi-
fied in ABCD and exemplary programs.

Appendix C. Opportunities to Improve Effectiveness of Medicaid Investments in 
Early Childhood
Key for cost impact:

$  No or minimal additional cost, mainly enhanced approach to service delivery 
$$  Some additional cost likely for additional services or providers 
$$$  Major new cost, would likely require legislative budget action
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Topic and Recommendation Cost Impact Authority
Use Medicaid administrative case manage-
ment category to support community-based 
case management/care coordination.

$$ May be existing Medicaid authority or, 
if using targeted case management need 
for a State Plan Amendment (SPA).

Consider use of innovations grant funding, 
demonstration waiver authority, or other 
special projects to begin implementation of 
emerging best practices in pediatric CC/CM.

$$ Would require additional authority, 
waiver, and/or designated funding.

Implement family-focused case management 
approaches.

May be existing Medicaid authority or, if 
using targeted case management need a 
State Plan Amendment (SPA).

Developmental Screening
Permit separate Medicaid billing and reim-
bursement for developmental screening with 
a validated screening tool when delivered to a 
Medicaid enrolled young child by a qualified 
provider.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority. 
Medicaid agency clarification needed 
on billing, billing codes, recommended 
screening tools, contact provisions, etc.

Permit separate Medicaid billing and reim-
bursement for screening of social-emotion-
al- behavioral development with a validated 
screening tool when delivered to a Medicaid 
enrolled young child by a qualified provider.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority. 
Medicaid agency clarification needed 
on billing, billing codes, recommended 
screening tools, contract provisions, etc.

Permit separate Medicaid billing and reim-
bursement for screening on Social Determi-
nants of Health (SDOH) with an approved 
screening tool when delivered to a Medicaid 
enrolled young child by a qualified provider.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority. 
Medicaid agency clarification needed 
on billing, billing codes, recommended 
screening tools, contract provisions, etc.

Developmental Services for Young Children
Provide Medicaid financing for medical and 
related health services included in IDEA In-
dividualized Family Service Plans (IFSP) for 
infants and toddlers birth to 3 years. 

$$$

Helps to fulfill 
entitlement

Existing federal Medicaid and IDEA 
authority.  This should include, but not 
be limited to, medically necessary occu-
pational, physical, speech/language, and 
mental health therapy.

Provide Medicaid financing for medical 
and related health services for young chil-
dren with identified risks for developmental 
problems, based on EPSDT exams and other 
assessment.

$$

Helps to fulfill 
entitlement

Existing federal Medicaid authority and 
some states do this already.  This is help-
ful for young children who have iden-
tified risks, without specific diagnoses, 
and/or with generalized developmental 
conditions.

Clarify reimbursement for parenting guid-
ance, groups, and supports.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority for 
anticipatory guidance in well-child vis-
its. States could approve expanded and 
augmented approaches.
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Topic and Recommendation Cost Impact Authority
Home Visiting 
Use Medicaid to finance maternal, infant, 
and early childhood home visiting program 
services.

$$$ Existing federal Medicaid authority, or 
may this require a State Plan Amend-
ment (SPA) or waiver, depending on 
state’s approach.   This is for home vis-
iting programs, not just services deliv-
ered in home. Augments federal home 
visiting grants.

Children with Special Health Care Needs
Adopt common, shared definitions from chil-
dren with special health care (CSHCN) needs

$ 

Not all Medicaid cost

Existing federal Medicaid authority.  
Build from the Title V federal definition 
of CSHCN. Use across health, Medicaid, 
managed care, newborn screening, Part 
C, education, and other programs and 
systems.

Ensure CSHCN have medical home and pro-
vide Medicaid higher level of compensation 
for additional time required.

$$ Existing federal Medicaid authority. 
States would need to modify reimburse-
ment rates, provider qualification, billing 
codes, and managed care contracts.

Use validated, recommended CSHCN screen-
er at Medicaid enrollment and periodically 
thereafter.

$ Existing federal Medicaid authority. 
States would need to add to administra-
tive rules, managed care contracts, etc.

Give prior authorization for services in plan 
of care and using EPSDT medical neces-
sity individualized approach, not on ser-
vice-by-service basis.

$ Existing federal Medicaid authority. 
States would need to add to administra-
tive rules, managed care contracts, etc.

Early Childhood Mental Health 
(as above) Permit separate Medicaid billing 
and reimbursement for  screening of so-
cial-emotional- behavioral development with 
a validated screening tool when delivered to a 
Medicaid enrolled young child by a qualified 
provider.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority. 
Medicaid agency clarification on billing, 
billing codes, recommended screening 
tools, contract provisions, etc.

Permit and encourage Medicaid billing and 
reimbursement for maternal depression 
screening with a validated screening tool 
when delivered to a mother of a Medicaid 
enrolled young child by a qualified provider.

$

Helps to fulfill 
entitlement

Existing federal Medicaid authority. 
Maternal depression screening during 
pediatric visit may be billed to child’s 
Medicaid number. Medicaid agency 
clarification needed on billing, billing 
codes, recommended screening tools, 
contract provisions, etc.

Approve Medicaid financing for parent-child 
“dyad” therapy when medically necessary for 
young children birth to 5 years.

$$

Helps to fulfill 
entitlement

Existing federal Medicaid authority. 
Requires Medicaid agency clarification 
in provider guidance and appropriate 
billing codes.



122

Topic and Recommendation Cost Impact Authority
Increase Medicaid financing for early child-
hood mental health consultation.

$$ Existing federal Medicaid authority. 
Needs programmatic design and part-
nership with state mental health agen-
cies and community providers. Consul-
tation for individual children in health 
care, child care, and other settings.

Use Medicaid to finance home visiting ser-
vices specifically designed for children with 
social-emotional-behavioral needs.

$$ Existing federal Medicaid authority, or 
may this require a State Plan Amend-
ment (SPA) or waiver, depending on 
state’s approach.    

Early Care and Education
Authorize use of Medicaid funds to finance 
the time of health professionals working as 
child care health consultants.

$$ Existing federal Medicaid authority Re-
quires action by Medicaid state agency.

Provide support from the Department of 
Health for training, supervising, and financ-
ing child care health consultation.

Use public health 
funds, not Medicaid

Provide funding at a level adequate to make 
inclusive and therapeutic child care accom-
modations available for those children with 
special needs who qualify.

$$ Existing federal Medicaid authority. 

Work with communities, child care, and ther-
apy providers to ensure that all qualified child 
care providers are trained and participating 
in inclusive and therapeutic child care.

$$

Use child care and 
health funds, not 

Medicaid
Oral Health
Increase required direct referrals to dentist 
(beginning at age one) and use of preventive 
dental visits among young children.

$

Helps to fulfill 
entitlement. Not all 

Medicaid funds.

Promoting referrals from pediatric 
primary care, early care and education, 
home visiting, and WIC providers.

Promote use of the federal online directory 
for Medicaid/CHIP dental providers.

$ Required reporting to directory. Value in 
promoting use by families.

Monitor the number of referrals and use of 
preventive dental visits among young chil-
dren in Medicaid.

$ Required in CMS 416 reporting on 
EPSDT. Opportunity to improve data 
quality.

Systems and Finance Changes
Support pediatric primary care transfor-
mation, with reimbursement for practices 
that meet defined characteristics (e.g. high 
performing medical homes).

$ May be done under existing authority, 
innovations grants, waivers, or other 
demonstration projects.  Also use Title 
V Maternal and Child Health Block 
Grant.
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Topic and Recommendation Cost Impact Authority
Define how an array of personnel can work 
under the supervision or recommendation of 
a licensed professional.

$$ Existing federal Medicaid authority. 

States are financing services of commu-
nity health workers, doulas, and others.

Collect, use, and report data on births and 
early childhood service utilization and out-
comes.

$ Existing federal Medicaid authority. 
Core measures set recommended.

Use financing flexibility and emerging ap-
proaches to better fund services for young 
children.

$ May be existing authority or, may need a 
State Plan Amendment (SPA) or waiver 
authority.  Examples include differential 
payments, tiered case management, val-
ue-based purchasing, and accountable 
care structures.

Use administrative claiming to improve sys-
tems and quality.

$$ Existing federal Medicaid authority.

Develop and support provider quality 
improvement, network development, and 
training approaches.

$ May be done under existing authority, 
innovations grants, waivers, or other 
demonstration projects. Also use Title V 
Maternal and Child Health Block Grant.

Provide incentives for partnerships between 
medical/health providers and communi-
ty-based organizations.

$ May be done under existing authority, 
innovations grants, waivers, or other 
demonstration projects. Also use Title V 
Maternal and Child Health Block Grant.

Sources:
• Developmental services, home visiting, mental health, and child health consultation are not defined benefit categories in the federal 

statute; however, services have been covered by one or more states using EPSDT authority. Various provider, benefit, and financing 
approaches have been used.

• Existing federal Medicaid authority means that service is: a) specifically identified as covered in federal statute or regulation, b) de-
scribed as covered in federal guidance or communications such as “state Medicaid director” letters, and/or c) has been approved by 
CMS in one or more states covering the service for children and families.  
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Appendix D. Health Equity and Young Children Initiative Exemplary Programs and 
Practices

As part of its work under the Health Equity and Young Children Initiative grant, the Child and Family 
Policy Center enlisted 12 leading programs in the early childhood health field to be part of a learning 
collaborative.  The purpose of the collaboration was to have programs share their work and contribute to 
defining exemplary practice in the field. Several programs were multi-site initiatives and both the pro-
gram’s national office and a designated local program participated in the collaborative.

Between 2016 and 2018, these programs and practices met for two retreats to describe their efforts, de-
fine common elements, and explore more deeply their role in providing care coordination, community 
linkages, engaging families, and addressing issues of equity and diversity. Summaries of the retreats are 
available on the Child and Family Policy Center’s health equity web pages (https://www.cfpciowa.org/en/
issues/health_equity/).  These summaries contributed to the National Advisory Panel’s framework paper 
describing high performing medical homes for young children.

The programs and practices involved in the Health Equity and Young Children’s initiative represent cut-
ting-edge efforts to transform child health practice in the earliest years.

Child First  

Child First is a two-generation, home-based, psychotherapeutic intervention that works with very vul-
nerable young children, prenatal through age 5 years, and their families, most of whom have experienced 
significant trauma and adversity (including poverty, domestic violence, maternal depression, substance 
abuse, and homelessness). The goal is to decrease serious mental health concerns in child and parent, 
child developmental and learning problems, and abuse and neglect. Child First began in Bridgeport, 
Connecticut in 2001. Teams of mental health clinicians and care coordinators provide home visits that re-
spond holistically to the family, including psychotherapy to foster a responsive, nurturing caregiver-child 
relationship to heal the effects of trauma and adversity, connection to comprehensive services and sup-
ports, and scaffolding of executive functioning skills. Child First has shown strong research results. A 
randomized clinical trial found statistically significant improvement in young child mental health, lan-
guage development, and maternal mental health; reduced involvement in child protective services; and 
connection to comprehensive community services and supports. 

Evaluation through six years of replication has continued to show these strong outcomes. Child First 
is one of the HRSA designated, national, evidence-based Maternal, Infant, and Early Childhood Home 
Visiting (MIECHV) models. Child First has established a National Program Office to support replication 
through state affiliates that include a clinical director as well as home visiting teams.  

HEYC Convening Participant: Darcy Lowell, Connecticut National Office  
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The Children’s Clinic (TCC)  

TCC was founded in 1939 in the greater Long Beach Community in California, to provide access to 
health care for all children. Particularly since 1990, TCC has expanded to twelve community centers, 
several in elementary and middle schools, that provide a comprehensive approach to healthy child devel-
opment throughout the community, with a mission “to provide innovative, integrative, and quality health 
care that will contribute to a healthy community, focusing on those in need and working with patients 
and the community as partners in their overall wellbeing.” TCC has reduced disparities in health through 
offering a medical home that goes well beyond medical care and responds to legal and social concerns 
and partners with children and their families. TCC’s includes a multi-disciplinary team of physicians, 
nurse practitioners, mental health professionals, medical legal partnership (MLP) and health educators 
to provide preventive, acute and chronic care for children and adults; prenatal care; care management; 
behavioral health screenings and counseling; health education and outreach; eligibility screening and 
enrollment; interpretation and translation; and referrals to community resources. Most recently, TCC im-
plemented the Everychild Bright Beginnings Initiative to screen pregnant mothers and parents of young 
children for protective factors and exposure to childhood adversity and toxic stress and to provide inter-
ventions and referrals for those most at risk. TCC became the first organization in Los Angeles County to 
be certified by the National Council for Behavior Health as a trauma informed organization.  

HEYC Convening Participant: Elisa Nicholson and Jina Lawler, Long Beach, California  

Florida Maternal, Infant and Early Childhood Home Visiting Initiative – Early Childhood Compre-
hensive Services (ECCS)  

FL Maternal, Infant and Early Childhood Home Visiting Initiative – ECCS is involved in the develop-
ment of early childhood system of care to promote developmental screening, linkage to services with a 
particular focus on building a continuum of care starting at birth (home visiting) through kindergarten 
entry (early learning & child care).  

HEYC Convening Participant: Carol Brady, Florida Site  

First 5 San Diego’s Healthy Development Services (HDS)  

HDS operates through a number of pediatric health care settings and community sites in San Diego 
County to provide developmental check-ups for children birth-to-five and to follow up, where concerns 
are identified, through parent coaching, classes, workshops, and therapy. HDS further works with a wide 
range of community providers and organizations to ensure parents and other caregivers have the help 
and support to address developmental and behavior child health concerns. HDS has shown individual-
ized gains, after even brief interventions, in either behavioral or development areas of concern for most 
of the children served. Qualitative findings have shown an increase in parent-child interactions among 
participants in the program. Moreover, HDS has shown impact in improving the communication and 
collaboration between practitioners and parents and with community providers. In 2015, HDS received 
the prestigious designation as a Bright Idea from the Government Innovators Network, a program of the 
John F. Kennedy School of Government at Harvard University.  
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HEYC Convening Participant:  Lily Valmidiano and Nathan McFarland, AAP-San Diego, California   

Healthy Steps for Young Children (Healthy Steps)  

Healthy Steps originated in 1996, with partnerships formed with 24 pediatric and family practice sites 
across the country in 1997. The goal of Healthy Steps was to design and test a new approach to primary 
care for young children that would focus upon supporting parents in nurturing their child’s development. 
Healthy Steps specialists who were nurses, nurse practitioners, child development specialists, and social 
workers, were integrated into the primary practice to respond to the family’s needs for information and 
support about their child’s healthy development. The 2003 national evaluation of more than 4,500 chil-
dren served by 15 of the original Healthy Steps sites showed impressive gains in improving family partic-
ipation in well-child visits, in securing child immunizations, in increasing positive motherchild activities, 
increasing the sensitivity of parents to their children’s cues for attention, and in reducing the use of harsh 
disciplinary practices – all related to the safety, stability, and nurturing in the home environment recog-
nized as foundational to healthy child development. Through a national resource center, Healthy Steps 
continues to be replicated and adapted and further evaluated for its impacts. One recent research article 
on a Healthy Steps site,  

Montefiore in New York City, showed very positive impacts by age five not only on parent-child inter-
actions and child social, emotional, and cognitive development, but on body weight and reduction in 
obesity (bmi>.95).”  

HEYC Convening Participant:  Anita Krolczyk, Anita Berry, La’Tasha Lee, and Catalina Ariza, Illinois  

Maricopa Integrated Health System (MIHS)  

MIHS is the only public, non-profit teaching hospital and health care system in Arizona, providing 
primary and specialty health care in Maricopa County (including Phoenix). Almost all MIHS’s patients 
are low income, and virtually all young children are covered under Medicaid, if they have any health 
coverage. MIHS operates a care coordination/medical home model which uses trained care coordinators 
to provide services to children birth through age 5 and their families, employing evidence-based clinical 
guidelines and measuring progress on improving outcomes for children with developmental delays and 
asthma and on promoting healthy nutrition and weight. MIHS has demonstrated substantial gains, for 
individual families served and on a population level, in improving family engagement and healthy child 
development. Key to its operations is the warm handoff from the practitioner to the care coordinator, de-
pending on the child’s or family’s need for services, and an individualized care plan developed for all fam-
ilies. MIHS has incorporated, through funding from First Things First, five Family Learning Centers as 
places that support families in providing safe, stable, and nurturing home environments. Family Learning 
Centers typically provide weekly classes on parenting skills, child development and nutrition. The centers 
serve as sources of information about child development and parenting skills, and house other activities 
for children and their families that promote social connections and healthy activities. MIHS incorporates 
this work into its graduate medical education (GME) training, with long-term expectations for creating 
the next generation of primary child health practitioners that integrate such an approach into their own 
practices.  
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HEYC Convening Participant:  Glenda Ramirez, and Julia Kelly; Maricopa County, Arizona  

Medical-Legal Partnership (MLP)  

The first MLP program was established in 1993 at Boston City Hospital (now Boston Medical Center), 
the largest safety net hospital in New England. Its success in responding to patient, family and communi-
ty health-harming social and legal needs has led to substantial adaptation and expansion, with a National 
Center for Medical-Legal Partnerships established in 2006 to support this work. MLPs now are present in 
292 health care institutions in 36 states. MLPs first were initiated in pediatrics, but now exist in a range 
of primary care and other medical settings. MLPs embed legal professionals into the health care team to 
identify and respond to the social and legal issues that jeopardize patient and family health and stability 
and contribute to stress. MLP legal staff is available to address such issues as evictions and utility shutoffs, 
difficulties securing SSI and other benefits, legal issues affecting employment, and other justice issues that 
jeopardize health. In partnership with health care providers, MLP legal staff provide individual advoca-
cy for patients and families as well as engage with the larger community to resolve systemic issues and 
support policy changes aimed at improving community health. The MLP approach also includes training 
and support for health professionals to help them identify and address the social determinants of health, 
with the goal of creating an environment for robust inter-professional collaboration to achieve the best 
outcomes for patients.  In its more than twenty years’ experience, MLP has demonstrated its effectiveness 
in stabilizing families of young children so they can provide a nurturing home, removing environmental 
risks from the home itself, and supporting young children’s engagement in evidence-based programs to 
improve their health and development.  

HEYC Convening Participant: Carrie Chapman; Chicago Site  

MYCHILD & PROJECT LAUNCH MA Partnership for Early Childhood Mental Health Integration  

The SAMHSA-funded MA Partnership for Early Childhood Mental Health Integration designed and 
tested a model to address early childhood mental health needs at 7 Boston sites: 5 CHCs, 1 hospital clinic 
and Boston’s Health Care for the Homeless program. Full integration into pediatric primary care settings 
and deployment of a unique two-person team—an early childhood trained, master's level mental health 
clinician and a trained “family partner” with lived experience—were key features of the model. Teams 
were linked to families via a warm hand-off by a pediatrician, based on screening or clinical judgment.  
Team activities included family case management and support, family, provider and community consul-
tation and education around early childhood mental health needs, and short- and medium-term fami-
ly-centered, dyadic care for children in need of intervention. Outcomes included reduced maternal stress 
and depression, improved child social and emotional health and improved provider satisfaction with the 
process of care. The model is now being replicated in three additional MA cities; an online toolkit offers 
guidance to other sites interested in replication. 

HEYC Convening Participant: Natasha Byars; Boston, Massachusetts 
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Primary Health Care (PHC)  

PHC is a community health center with six primary care sites in Des Moines, Ames, and Marshalltown. 
Half of PHC’s clients, and an even larger share of its young children, are covered under Medicaid; about 
ten percent are homeless at the time they receive services; and a large share of those with no health cov-
erage are immigrants or refugees. PHC incorporates a team approach within each of its sites that enables 
primary practitioners to call in either a family support worker or a behavioral health specialist at the time 
of the office visit to respond to social and mental health concerns. PHC has added substance abuse treat-
ment specialists that rotate around the sites and can be called upon for both consulting and direct patient 
care. Family support workers, most of whom are bilingual and have roots in the communities they serve, 
play vital care coordination roles in linking families to culturally and linguistically responsive community 
resources. These referrals include formal connections with Iowa Legal Aid for specific medical-legal assis-
tance and First Five (a state program modeled after Help Me Grow) for connections to early childhood 
developmental services. With funding under a HUD grant, PHC has established a housing initiative that 
works with area homeless and housing programs to secure safe housing, including its own outreach and 
medical care services to homeless shelters. PHC incorporates within its office visit Medicaid reimburse-
ment structure a share of the costs for its family support and behavioral health staff and has a PMPM 
arrangement for enhanced care coordination for clients with more complex medical needs. PHC makes 
use of its footprint within underserved neighborhoods to be a locus not only for providing medical care 
but for connecting isolated families with sources of culturally and linguistically responsive support.  

HEYC Convening Participant: Bery Engebretsen and Heidi Shreck; Des Moines, Iowa  

Developmental Understanding and Legal Collaborations for Everyone (Project DULCE)  

Project DULCE supports families for the first six months following the birth of a new infant.  Based at 
the infant’s primary care medical home, a DULCE family specialist joins the healthcare team and pro-
vides additional support on healthy child development and parenting support by helping parents connect 
to both formal and informal community resources. The DULCE intervention incorporates a protective 
factors approach and draws on and incorporates components of the Medical-Legal Partnership model to 
ensure that families have access to the resources they need. Initially established as a research program at 
Boston Medical Center, Project DULCE improved parental knowledge of child development, better met 
family needs for concrete services, and successfully engaged and produced substantial gains in parental 
resiliency for families determined to be at-risk. The Center for the Study of Social Policy (CSSP) and city 
and county partners are testing the adoption and adaptation of DULCE in five localities within seven 
clinical settings across the US, including in three California counties (Alameda, Los Angeles and Orange 
Counties); Palm Beach County, FL, and Lamoille Valley, VT.  

HEYC Convening Participant:  Patsy Hampton, National Office and Scott Johnson (Vermont Site) 

 Safe Environment for Every KID (SEEK)  

SEEK model was developed through the University of Maryland School of Medicine to help promote 
children’s health, development and safety and to prevent child abuse and neglect. This is done by enhanc-
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ing pediatric primary care by identifying and helping address prevalent psychosocial problems such as 
parental depression. SEEK includes training of health practitioners, routine screening of families during 
children’s checkups, collaboration with a social worker or behavioral health professional, parent handouts 
and follow-up. Two large randomized, controlled studies—one in an urban clinic serving a very low-in-
come population and one in suburban private practices serving a middle-income population—had very 
promising findings. The first showed substantial reductions in reported child abuse and neglect; the sec-
ond showed significantly less use of harsh disciplinary practices and psychological abuse. In both, SEEK 
practitioners had greater comfort, perceived competence and improved behavior regarding their roles, 
and this was sustained for up to 36 months. An economic analysis of the cost of SEEK compared with 
medical costs associated with child abuse revealed substantial cost savings. Much work has been done to 
help interested clinicians implement SEEK, such as the online SEEK training videos.   

HEYC Convening Participant: Howard Dubowitz, University of Maryland  
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Appendix E. Reimbursing for Office Visits and Screening, including Major Medicaid 
CPT (Billing) Codes for Preventive Well-Child / EPSDT Visits and Related Screening 
for Young Children 0 to 5

All states provide reimbursement for well-child office visits and administering selected screening to 
assess children’s health and development. As shown below, there are specific billing codes for providing 
office, well-child visits for infants (0-1) and toddlers (1-4) [the 993xx series], although states still may use 
the general billing codes for these visits [the 992xx series].

For both well-child office visits and for screening, states vary in their level of reimbursement to providers 
under Medicaid. This is a brief summary of two reports—one on primary care visits and one on child 
screenings—reviewing state responses.

Reimbursing for Physician Office Visits

Since 1993, the Urban Institute has produced periodic reports on Medicaid physician fees for primary 
care and for selected other services. The latest report, Medicare Physician Fees After the ACA Primary 
Care Fee Bump, March, 2017, included an analysis of states that did and did not continue the increase to 
Medicare reimbursement rates for primary care provided from 2014 to 2016 under the Affordable Care 
Act. The findings indicate 19 states continued the increase, in whole or in part.

The paper noted, “Medicaid has historically paid physicians lower fees than either private insurance or 
Medicare for the same services” and the federal “bump” in payments was in large measure to insure that 
physicians would take on patients who had become Medicaid eligible, recognizing that low payments 
had been a barrier to seeing additional Medicaid beneficiaries. This increase was for patients of all ages, 
although it was clearly included with the recognition that Medicaid expansion would primarily add more 
low-income adults ages 18-64.

While the Urban Institute limited its review to fee-for-service payments and not those under managed 
care, the authors noted that these generally were very closely aligned. The Urban Institute also limited its 
review to the 992xx office visit billing codes, and not the 993xx codes. Again, when states use the 993xx 
codes, they often are very close in the reimbursement to the respective 992xx codes.

Code Procedure Percent of  
expenditures

Mean fee 
($)

Maximum 
fee ($)

Minimum 
fee ($)

Coeffi-
cient of 

variation

99203 Office visit, new patient, 30 
minutes 2.7 73.08 174.87 29.00 25.42 

99204 Office visit, new patient, 45 
minutes 2.3 106.60 271.74 45.00 29.04 

99213 Office visit, established 
patient, 15 minutes 25.5 45.45 118.70 20.64 33.62 

99214 Office visit, established 
patient, 25 minutes 9.5 68.63 176.19 27.00 31.92 

Primary Care Mean, Maximum, and Minimum Medicaid Fees and Standard Deviations for Selected 
States, 2016
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As the table shows, there is nearly a six-fold variation in the payment for an established patient 15-min-
ute office visit (which represent 64 percent of all office visits of the four types) from the highest state 
reimbursement amount—$118.70—to the lowest state reimbursement amount—$20.64—with the mean 
reimbursement of $45.45 being much closer to the lower rate.

For adults, a lower Medicaid payment may not affect overall practice if Medicaid provides only a small 
share of the population (e.g. if 80 to 90 percent are covered under private insurance or Medicare). For 
children, however, Medicaid payments play a much greater role in determining what the practice is able 
to do. Medicaid systems providing reimbursement for such a visit at a $20 level clearly can expect a lot 
less to happen, particularly from a preventive and developmental perspective, than those providing reim-
bursement at a $120 level. This is particularly true if half of children are covered by Medicaid/CHIP.

The presence of the 93xxx series of billing codes offers states the opportunity to set standards for those of-
fice visits (including both what transpires in the physician-patient time and what happens more generally 
in the overall office visit, as well as preparation for, and follow-up to that visit). The resulting reimburse-
ment rates make it possible for physicians and their practices to conduct a much more fulsome well-child 
visit that at least approaches the new guidelines and expectations set out in Bright Futures.

States working with exemplary practices to define reimbursement levels can help to spread best practice 
and capacity of high performing medical homes.

State Payments for Screening 

In addition to reimbursement for office visits, states also provide reimbursement for screenings, includ-
ing screens for child development, social-emotional development, autism, and others (including maternal 
depression). Some surveillance and screening may be expected as a part of the well-child visit and built 
into that rate, but states also can provide reimbursement for specific screens under separate billing codes. 
As with office visits, states vary in both the degree to which they cover screens and the payments they 
provide for them. A 2016 survey by the National Academy for State Health Policy found that 45 states 
provided reimbursement for some developmental screening under the 96110 CPT billing code, with pay-
ments varying from $5 to $61; only five states had reimbursement rates of $20 or more. When the overall 
costs of administering, reviewing, and using the screen are considered, many state reimbursements only 
cover the minimum.

Coding for Preventive Pediatric Care, 2017 

Source: Bright Futures and American Academy of Pediatrics.

Generally, practitioners are reimbursed for performing specific services and billing for those services. 
In some circumstances under managed care arrangements, practitioners may receive per member per 
month (PMPM) payments or some performance incentives in addition to bills for services, but they gen-
erally are paid for specific covered services they provide. They must document what they have done ac-
cording to the service they provide, and they are paid a set amount for that service, which can be adjusted 
based upon who provided that service. In Medicaid, there are a number of billing codes that can be used 
for such covered services, with a number relating specifically to primary and preventive health services. 
The following descriptions of CPT codes are taken directly and verbatim from the above document of the 
American Academy of Pediatrics, although the order of the information has been modified. 

Preventive Medicine Services: New Patients
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Initial comprehensive preventive medicine E/M of an individual includes an age- and gender-appropriate 
history; physical examination; counseling, anticipatory guidance, or risk factor reduction interventions; 
and the ordering of laboratory or diagnostic procedures.

A new patient is defined as one who has not received any professional face-to-face services rendered by 
physicians and other qualified health care professionals who may report E/M services and reported by a 
specific CPT® code(s) from a physician/other qualified health care professional, or another physician/oth-
er qualified health care professional of the exact same specialty and subspecialty who belongs to the same 
group practice, within the past 3 years.

CPT Codes:

• 99381: Infant

• 99382: 1-4 year-old

Preventive Medicine Services: Established Patients

Periodic comprehensive preventive medicine reevaluation and management of an individual includes 
an age- and gender-appropriate history; physical examination; counseling, anticipatory guidance, or risk 
factor reduction interventions; and the ordering of laboratory or diagnostic procedures.

CPT Codes:

• 99391: Infant

• 99392: 1-4 year-old

Health Risk Assessments

Used to report administration of standardized health risk assessment instruments on the patient or a 
primary caregiver (e.g. parent) on behalf of the patient.

CPT Codes:

• 96160: Administration of patient-focused health risk assessment instrument (e.g., health hazard ap-
praisal) with scoring and documentation, per standardized instrument

• 96161: Administration of caregiver-focused health risk assessment instrument (e.g., depression in-
ventory) for the benefit of the patient, with scoring and documentation, per standardized instrument

Developmental Screening and Emotional/Behavioral Assessment

Used to report administration of standardized developmental screening instruments or social/emotional 
assessments. Often reported when performed in the context of preventive medicine services but may also 
be reported when screening or assessment is performed with other E/M services (e.g., acute illness or 
follow-up office visits).

Clinical staff (e.g., registered nurse) typically administers and scores the completed instrument, while the 
physician incorporates the interpretation component into the accompanying E/M service. When a stan-
dardized screening or assessment is administered along with any E/M service (e.g., preventive medicine 
service), both services should be reported, and modifier (significant, separately identifiable E/M service 
by the same physician on the same day of the procedure or other service) may need to be appended to the 
E/M code to show the E/M service was distinct and necessary at the same visit.
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CPT Codes:

• 96110: Developmental screening, per instrument, scoring and documentation

• 96127: Brief emotional/behavioral assessment (e.g., depression inventory) with scoring and docu-
mentation, per standardized instrument

Examples of both 96110 and 96127 instruments can be found online at https://www.aap.org/en-us/Docu-
ments/coding_preventive_care.pdf

Healthcare Common Procedure Coding System Codes

The HCPCS Level II codes are procedure codes used to report services and supplies not included in the 
CPT nomenclature. Like CPT codes, HCPCS Level II codes are part of the standard procedure code set 
under the Health Insurance Portability and Accountability Act of 1996.

Certain payers may require that HCPCS codes be reported in lieu of or as a supplement to CPT codes. 
The HCPCS nomenclature contains many codes for reporting nonphysician provider patient education, 
which can be an integral service in the provision of pediatric preventive care.

Examples of HCPCS Level II codes relevant to pediatric preventive care include

• S0302: Completed Early and Periodic Screening, Diagnosis, and Treatment service (List in addition 
to code for appropriate E/M service.)

Counseling, Risk Factor Reduction, and Behavior Change Intervention Codes

Used to report services provided for the purpose of promoting health and preventing illness or injury.

They are distinct from other E/M services that may be reported separately when performed. However, 
one exception is you cannot report counseling codes (99401–99404) in addition to preventive medicine 
service codes (99381–99385 and 99391–99395).

Counseling will vary with age and address such issues as family dynamics, diet and exercise, sexual prac-
tices, injury prevention, dental health, and diagnostic or laboratory test results available at the time of the 
encounter.

Codes are time-based, where the appropriate code is selected according to the approximate time spent 
providing the service. Codes may be reported when the midpoint for that time has passed. For example, 
once 8 minutes are documented, one may report 99401.

Extent of counseling or risk factor reduction intervention must be documented in the patient chart to 
qualify the service based on time.

Counseling or interventions are used for persons without a specific illness for which the counseling 
might otherwise be used as part of treatment. Cannot be reported with patients who have symptoms or 
established illness.

For counseling individual patients with symptoms or established illness, report an office or other out-
patient service code (99201–99215) instead. For counseling groups of patients with symptoms or es-
tablished illness, report 99078 (physician educational services rendered to patients in a group setting) 
instead.
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CPT Codes

Preventive Medicine, Individual Counseling

• 99401: Preventive medicine counseling or risk factor reduction intervention(s) provided to an indi-
vidual; approximately 15 minutes

• 99402: approximately 30 minutes

• 99403: approximately 45 minutes

• 99404: approximately 60 minutes

Preventive Medicine, Group Counseling

• 99411: Preventive medicine counseling or risk factor reduction intervention(s) provided to individu-
als in a group setting; approximately 30 minutes

• 99412: approximately 60 minutes
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